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SURGERY OF THE 


HEAD 
Morris, J. H.: Chronic Recurring Temporomaxil- 
lary Subluxation; Surgical Consideration of 
“Snapping Jaw,’’ with the Report of a Success- 
ful Operative Result. Surg., Gynec. & Obst., 1930, 
1, 483. 

Chronic recurring temporomaxillary subluxation 
or “snapping jaw” is usually attributed to abnormal 
periarticular relaxation which permits undue mo- 
bility of the condylar head of the inferior maxilla in 
the glenoid cavity. 

In works on arthrology, the temporomaxillary 
articulation is classed as a diarthrosis, subdivision 
ginglymo-arthrodesis, signifying a mobile joint 
capable of executing both a hinge-like and a gliding 
motion. 

The joint is enveloped in a thin loose capsule by a 
capsular ligament passing from the margins of the 
glenoid cavity and the articular eminence immedi- 
ately in front to the upper margin of the inter- 
articular fibrocartilage and from the lower margin 
of this cartilage to the neck of the condyle, which it 
completely invests. The joint cavity is therefore 
divided by the interarticular fibrocartilage into two 
separate and unequal compartments. 

The articulation is stabilized by three important 
ligaments—the external lateral ligament, the stylo- 
mandibular ligament, and the internal lateral liga- 
ment. 

The external lateral ligament is attached to the 
outer surface of the zygoma in front of the joint, 
when it is directed obliquely downward and back- 
ward to secure attachment to the outer and _ pos- 
— border of the neck just below and behind the 

ead. 

The stylomandibular ligament extends downward 
and forward from the tip of the styloid process to 
the posterior border of the angle of the jaw and is 
attached at a point distal to the axis of rotation of 
the bone. 

The internal lateral ligament is disposed so as to 
stabilize lateral mobility of the inferior maxilla. 
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The articulation has three types of movement: 
(1) a hinge-like motion about a transverse hori- 
zontal axis drawn tangentially to the upper articular 
surfaces of the condylar heads, which takes place 
entirely in the inferior synovial cavity, (2) an antero- 
posterior gliding movement along a horizontal plane, 
taking place entirely in the roomy upper compart- 
ment between the upper surface of the meniscus and 
the glenoid cavity, and (3) an oblique rotatory move- 
ment made up of two components, (a) a rotatory 
movement about a vertical axis through each con- 
dylar head, confined to the lower synovial com- 
partment, and (b) an oblique gliding movement, 
confined to the upper compartment, the meniscus 
gliding forward and inward on one side as it moves 
backward and inward on the other. 

In an investigation of the nature and causation of 
subluxation of the joint these structural and func- 
tional details must be taken into consideration. 

Pringle suggests that under certain circumstances, 
e.g., sneezing with the mouth wide open, a sudden 
violent contraction of the internal pterygoid muscle 
may act to displace the loosely applied cartilage so 
that the thick central ridge lies obliquely instead of 
transversely. The cartilage then acts as a foreign 
body caught between the rolling condyle and the 
glenoid surface. The disk is crushed between the 
opposing bony surfaces and painful locking of the 
joint is apt to follow. These events cause stretching 
of the periarticular tissues, promoting recurrence of 
the same phenomena and giving rise to the annoying 
snapping noise characteristic of the subluxation. 

Although superficially placed, the joint is difficult 
to approach surgically. Cosmetic demands limit 
the incision, and the facial nerve, superficial tem- 
poral vessels, auriculotemporal nerve, and internal 
maxillary nerve must be protected. 

For arthrotomy, a simple vertical incision in front 
of the pinna has usually proved to be quite ade- 
quate. This incision is carried down to the deep 
fascia. Dissections demonstrate that the temporo- 
facial nerve remains deep to the deep or external 


103 


104 


parotid fascia until it reaches a point well above the 
level of the zygoma, where it pieces this fascia to 
continue its course superficially. The deep fascia of 
this region splits below into two layers to enclose the 
parotid in its fascial capsule, the external and in- 
ternal leaves again uniting at the zygoma to become 
continuous with the temporal fascia. The operator 
may widely retract the vertical skin incision and 
transversely incise the external leaf of the parotid 
fascia for a distance of 2 in. parallel with, and just 
below, the zygoma. As the nerve is deep to the 
fascia at this point, it is safe from injury, and the 
gland, thus freed, may be retracted downward and 
forward to carry the nerve with it out of the field 
of operation. 

Operative effort must be directed to: (1) the 
meniscus itself, which may require fixation or re- 
moval, and (2) the unduly mobile condylar head and 
the abnormally relaxed capsule, the former requiring 
limitation of its excursion and the latter some ex- 
pedient to overcome periarticular laxity. 

A classification of operative and non-operative 
methods suggested for the treatment of subluxation 
of the inferior maxilla is discussed. 

In conclusion the author cites a case in which 
joint scarification and plication of the lax capsule 
gave relief. W. N. Rowtey, M.D. 


Pichler, H.: Resection, Plastic Operation, and 
Prosthesis of the Jaw (Kieferresektion, -plastik 
und -prothese). Fortschr. d. Zahnh., 1929, v, 1027. 


Not rarely, patients with a malignant tumor of the 
jaw are injured when roentgen or radium irradiation 
is attempted before operation. Operation is far 
superior to every other method of treatment and its 
results are better the earlier it is performed. The 
removal of involved bone very considerably improves 
the effect of subsequent irradiation. If operation is 
done after irradiation, unfavorable postoperative 
disturbances may occur in the soft parts, especially 
the skin, as a result of externally unrecognizable 
irradiation injury. The defects produced by muti- 
lating operations should be corrected by prosthetic 
dentistry. Under certain conditions a purely surgical 
operation may be supplemented by electrocoagula- 
tion and subsequent irradiation. Patients with 
tumors of the lower jaw are certainly much worse 
off than those with tumors of the upper jaw. 

The factors upon which operability depends are dis- 
cussed individually: the general condition, the area 
of involvement in the jaw, and the extension of the 
condition toward the brain, the base of the skull, 
the pharynx, the tongue, the cervical glands, and 
the skin. Favorable results are sometimes achieved 
in tumors of the upper jaw by resection, the early 
application of a prosthesis, and radium irradiation. 
Precautions must be taken to prevent neuralgia 
from radium necrosis. The nature, preparation, and 
advantages of a hard rubber prosthesis for use after 
resection of the upper jaw are discussed. 

Following the report of a case of true giant-cell 
sarcoma (polymorphocellular spindle-cell sarcoma) 
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of the upper jaw which may have developed on the 
basis of an osteodystrophy fibrosa and was remove 
operatively, Pichler discusses the procedures prv- 
ferred today by various surgeons for overgrowth ani 
undergrowth of the upper and lower jaws and 
askew biting and then describes certain procedures 
which he has devised himself. The latter include « 
modification of von Eiselsberg’s step-like sawing 
through of the lower jaw for the purpose of length«i- 
ing it in micrognathia and an orthopedic-operative 
backward displacement for the protrusion of ‘he 
dental process of the upper jaw in macroglossia. 

In operations for cancer of the tongue the author 
has previously been entirely satisfied with median or 
paramedian section through the lower jaw. He ne\ er 
observed any difficulties in healing if the bone \as 
not sutured and only a rubber plate was placed over 
the resected lower jaw next to the tongue. However, 
he now prefers a procedure similar to that used |)y 
Krassin and proposes to make the sawed section in 
the form of a swallow’s tail and at the same time to 
make it converge toward the oral cavity in suc a 
way that the piece of bone looks like the step portion 
of an approximal gold inlay and is held in place by 
muscle tension. He states that in the chin portion, 
where the bone is extraordinarily well nourished, 
such artificial pieces can be made without danyer. 

Grorc Scumipt 


EYE 


Evans, J. N.: An Interpretation of Defects in the 
Visual Field. Arch. Ophth., 1930, iii, 153. 


Evans examined the visual fields in a large num- 
ber of subjects and made maps of numerous bloud- 
vessel scotomata. Interest having been centered on 
fiber bundles to account for field defects, he ce- 
veloped a technigue for the observation of scoto- 
mata associated with involvement of the blood 
vessels and perivascular lymph spaces. 

Vircit Wescort, M.!). 


Stine, G. H.: Variations in Refraction of the Visual 
and Extravisual Pupillary Zones. Am. 
1930, Xiil, 

The author reports his skiascopic findings in °77 
normal eyes examined under cycloplegia. He divided 
the pupillary glow into 5 zones—a central, an upper, 
a lower, a nasal, and a temporal zone. He foun: at 
times a decided difference in the refraction. [le 
classified the difference as a positive aberration ti 
there was a greater refractive power, i.e., more M\0- 
pia, in the eccentric zones; as negative, if the refrac- 
tive power was less in those zones; and as mixe'! if 
the scissor movement was noted. Eighty-three per 
cent of the subjects were under twenty years of «xe. 

At times a variation of as much as 7 diopters \\«s 
found between adjacent quadrants and a variation 
of as much as 7.50 diopters between the central zone 
and one of the quadrants. In no eye in this group 
was there perfect symmetry. The refraction Wis 
usually highest in the superior and nasal quadrai's, 
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next highest in the temporal zone, and least in the 
inferior zone. The type and degree of aberration 
were not dependent on the kind or amount of re- 
fractive error nor on the size of the pupil. The lens 
was the most important factor producing the aber- 
rations. 

The article is concluded with a lengthy bibliog- 
raphy. Tuomas D. Atten, M.D. 


Friedenwald, J. S.: Permeability of the Lens 
Capsule, with Special Reference to the Etiology 
of Senile Cataract. Arch. Ophth., 19309, iii, 182. 


Despite former opinions to the contrary, the work 
of Jess and Warburg demonstrates that the lens has a 
detinite protein metabolism and a no less definite, 
but smaller carbohydrate metabolism. The perme- 
ability of the lens capsule places certain limitations 
on the character and amount of substances con- 
cerned in the metabolism. The author attempted to 
determine what substances can diffuse through the 
lens capsule, and whether a suflicient alteration in 
the permeability of the capsule takes place to inter- 
fere with the metabolism of the lens and thus cause 


cataract. From this study the following conclusions - 


are drawn: 

1. The capsule is permeable to all electrolytes and 
true solutes in water. 

2. The capsule acts as an semi-permeable mem- 
brane, and its permeability is decreased by calcium, 
cyanides, and proteins. 

3. The permeability varies in individuals, but not 
in species, and is much greater in young animals than 
in older animals. 

4. Exposure of the capsule to the action of cata- 
ractous lens cortex increases its permeability. 

Vircit Wescott, M.D. 


EAR 
Valerio, A.: A Clinical Study of Mastoiditis (Ensaio 
clinico das mastoidites). Arch. brasil. de med., 
1930, XX, 72. 

Mastoiditis may be caused by otitis, a general 
infection such as grip, syphilis, or tuberculosis, cer- 
tain diseases such as diabetes or arthritism, or 
accidents in the region of the ear. It may begin 
slowly or suddenly. In some cases it is subacute. 
The diagnosis is made from the history, the dis- 
charge from the ear, the localization of the pain, 
sensitiveness on pressure, and the findings of per- 
cussion and otoscopic and roentgen examination. 

The prognosis is always doubtful. If operation is 
not performed, the pus may be evacuated spon- 
taneously at the lowest point. If this does not occur, 
a serious complication such as facial paralysis, extra- 
dural abscess, pachymeningitis, thrombophlebitis, 
meningitis, meningo-encephalitis, pyamia, cerebral 
or cerebellar abscess, acute labyrinthitis, or incur- 
able deafness may develop. Operation is justified 
by persistent spontaneous or provoked pain and by 
irregularity or disappearance of the suppuration 
coincident with an increase in the pain and con- 
tinuous fever. 
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Mastoiditis can often be prevented by performing 
paracentesis systematically in acute otitis when 
spontaneous perforation does not take place. 

The operation for mastoiditis may be a simple 
antrotomy or a partial or total antromastoidectomy. 

Partial or diffuse incomplete labyrinthitis should 
never be operated upon. In acute labyrinthitis, the 
labyrinth may be trephined if there is a gradually 
increasing hyperlymphocytosis in the spinal fluid 
and if the vestibular symptoms increase constantly. 

Aubrey G. Morcan, M.D. 


NOSE AND SINUSES 


Borries, G. V. T.: On Nose Bleeding. J. Laryngol. & 
Otol., 1930, xlv, 81. 


Nose bleeding may border on a physiological proc- 
ess when it results from general causes which in- 
crease the fragility of the blood vessels or lower the 
coagulability of the blood and when it is produced 
by factors exceeding normal physiological limits only 
very slightly. In other cases it may be a manifesta- 
tion of a hemorrhagic diathesis. 

The most common causes of nose bleeding are: 
(1) traumatic lesions, (2) foreign bodies in the nose, 
(3) inflammations, (4) tumors, (5) internal diseases 
associated with an increase in the blood pressure, (6) 
diseases of the blood (hemorrhagic diatheses), (7) 
lesions of the liver, and (8) acute phosphorus poisen- 
ing. 

Among the more severe traumatic lesions asso- 
ciated with nose bleeding are fracture of the nasal 
bones, fracture of the base of the skull, and post- 
operative lesions. 

Inflammations which may cause bleeding from the 
nose may be divided into acute and chronic non- 
specific inflammations and specific inflammations 
such as those due to tuberculosis and syphilis. 

Special forms of nose bleeding include epistaxis 
associated with menstruation, pregnancy, and the 
climacterium and habitual nose bleeding. 

The treatment consists of measures to remove the 
cause and local measures to stop the hemorrhage. 
The usual local treatment is postnasal tamponade 
with cocaine-adrenalin or iodoform or xeroform 
gauze. In some cases ligation of the external carotid 
may be required. The tampons may be left in place 
for several days if necessary. In their removal great 
care must be taken not to start the haemorrhage 
anew. 

The author emphasizes the following points: 

1. The most frequent cause of nose bleeding is 
rupture of vessels in Kieselbach’s area due to an- 
terior dry rhinitis, excoriation, blood crusts, ulcer, 
telangiectases, or perforation. 

2. Anterior dry rhinitis is the most frequent cause 
of septal perforations. A small perforation in Kiesel- 
bach’s area which involves only the cartilaginous 
part of the septum is never syphilitic, it is the result 
of anterior dry rhinitis or a tuberculous process. 

3. Innose bleeding due to fracture of the nose the 
fracture must be reduced. The external swelling will 
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usually make it impossible to decide whether any 
disfigurement of the nose will result. A septal hema- 
toma the size of half a cherry in each nostril in cases 
of traumatic nose bleeding is an indication for im- 
mediate operation. 

4. Among infectious diseases, nose bleeding is 
particularly frequent in typhoid fever, influenza, and 
smallpox. 

5. A sanguineous purulent coryza is present in 
cases of nasal foreign bodies, diphtheria, and con- 
genital syphilis of infancy. A persistent coryza in a 
poorly nourished infant, especially when the secre- 
tion is blood tinged, is suggestive of congenital 
syphilis. 

6. In diseases of the nose, severe spontaneous 
nose bleeding is due most often to a nasopharyngeal 
fibroma or ozena. 

7. Spontaneous unilateral epistaxis in an elderly 
person, especially when it is associated with unilateral 
blocking of the nasal passage, is strongly suggestive 
of malignant tumor. 

8. Of the extranasal diseases which may be asso- 
ciated with nasal bleeding the most important are 
chronic nephritis, arteriosclerosis, heart lesions, and 
diseases of the blood such as leukemia, anemia, and 
hemorrhagic diatheses. Manrorp R. Wattz, M.D. 


Axhausen, G.: Plastic Closure of Openings Between 
the Antrum and Buccal Cavity (Ueber den plas- 
tischen Verschluss von Antrum-Mundhoehlenver- 
bindungen). Deutsche Monatsschr. f. Zahnh., 1930, 
xlviii, 193. 


In the course of one year the author saw twenty- 


six patients with openings between the oral cavity 


and the maxillary sinus. An operative procedure 
to close such an opening must be technically easy, 
must not sacrifice functionally important parts 
(teeth, bone), and must not leave an open wound. 
The Zange, Pichler, and Peters operations for fistule 
which open on the crest of the alveolar ridge do not 
meet all requirements. 

The author describes minutely and with illustra- 
tions a procedure with which he has obtained good 
results even in cases operated upon elsewhere un- 
successfully by the Zange or Pichler method. A 
rectangular incision extending down to the bone 
and into the buccal cavity is made about the fistula 
and the fistula is excised together with the gum. 
Then, by extending the long side of the rectangle 
into the buccal space, a flap of mucous membrane 
lined with the upper layer of muscle of the cheek 
and pedicled toward the cheek is cut. This is turned 
into the quadrangular opening in the gum, and se- 
cured there by sutures in the mucosa of the palate 
and buccal mucous membrane. The defect formed 
by the removal of the flap is easily closed by suturing 
its lips together. A special plastic closure of the 
upper opening of the fistula in the antrum or of the 
defect in the antral mucosa is usually necessary. 

Of the twenty-six cases operated upon in this 
way, smooth healing occurred in twenty-five. Even 
in the one exception the flap grew fast and only a 
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small fistula at the neck of the adjacent tooth re- 
mained to be closed by plastic operation. The 
author shows by word and picture that the procedure 
described may be employed successfully for the 
immediate closure of large, fresh openings into the 
maxillary antrum such as may be produced by a 
difficult tooth extraction, and for the covering of 
large antral openings made during partial excisions 
of the maxilla for carcinoma. 

Communications between the antrum and the oral 
cavity in the canine fossa are dealt with by ‘ic 
Lautenschlaeger method. In this procedure, two 
flaps pedicled toward the buccal opening are ma.‘c, 
freed up to the opening, thrust into it, and, when 
necessary, sutured together. When the communi:a- 
tion is small or of moderate size, the deep closire 
is covered by suturing together the lips of the oral 
wound. When it is very large, as following a Partsch 
I operation, the deep closure is covered by turning 
a laterally pedicled mucosa-muscle flap from ‘he 
cheek. 

The author emphasizes that an infected antr.m 
and a large cyst space must have adequate drain. ge 
into the nasal cavity. GeorG Scumipt (Z. . 


MOUTH 


Kleine, H. O.: Congenital Basal-Cell Tumors of 
the Gums. A Contribution on the Histogencsis 
of So-Called Congenital Epulis (Die ang:)o- 
renen Basalzelltumoren der Gingiva. Beitrag ur 
Histogenese der sogenannten Epulis congeniia). 
Arch, f. Gynack., 1929, Cxxxviii, 297. 

The author reports two tumors of the gums o/ a 
peculiar type which occurred in otherwise healihy 
newborn children. After describing the histological 
findings in detail and reviewing the literature, he 
comes to the conclusion that these neoplasms were 
congenital basal-cell tumors. In support of his 
opinion he cites the following facts: 

1. The cells of the tumor, which was surrounded 
on all sides by stratified epithelium of the oral mu- 
cosa, showed a distinct connection with the basal 
epithelium. The tumor cells lying on the basal layer 
or close to it were smaller than those lying more 
centrally. Moreover, the tumor cells were not 
massed near the basal layer, a fact which can prol)- 
ably be explained by the growth of the neoplasm 
from within outward toward the periphery. On the 
contrary, only isolated tumor cells or, at the most. 
small groups of such cells, were found lying im- 
mediately next to the basal layer. 

2. The tumor cells did not become cornified, jut 
always preserved the embryonal character of ‘he 
germinative layer. 

3. In their relation to the connective tissue, ‘ic 
tumor cells showed the same behavior as Krom- 
pecher tumors. The causes of the marked increase 
in the connective tissue are unexplained as \°t. 
The correctness of Krompecher’s view that, in cise 
of increased nutrition, the basal epithelium can |c- 
come changed into connective tissue in the mature 
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organism (and certainly, therefore, in the embryonal 
organism) is very doubtful. The difficult problem of 
metaplasia comes into question here. Moreover, the 
connective tissue surrounding the tumor cells has a 
tendency to undergo hyaline degeneration as in the 
Krompecher tumors. 

4. The basal epithelium has an inherent tend- 
ency toward gland formation. In general, the basal 
cell should be considered less from a topographic than 
a functional standpoint. In the cases reported there 
was a formation of mucous gland cells. Their mu- 
coid nature was confirmed by the straining reaction 
of the intracellular granules, the organoid structure 
of the tumor with the development of a rich capillary 
network, the formation of mucous in the immedi- 
ate vicinity of the cells, and the anlage of excretory 
ducts. 

5. Elements that can be stained with sudan have 
been found in embryonal basal cells after the sixth 
month (Nicolau), and the occurrence of the same 
diffuse reaction to sudan in both the tumor cells 
and the basal layer may be interpreted as an indica- 
tion of a common relationship between the two 
groups of cells. 

6. There are certain relationships to the xantho- 
mata of undetermined origin, the cellular fat storage 
of which can be explained at least partly by lymph 
and blood stasis. Corten and others have called at- 
tention to the fact that immature, not fully differ- 
entiated epithelial cells (basal cells) are especially 
predisposed to xanthomatous change. 

7. We know that the basal-cell tumors of Krom- 
pecher (in contrast to squamous epithelial car- 
cinomata) usually do not metastasize. The tumors 


herewith reported were clinically not malignant; 
there were no metastases or recurrences. 

In conclusions, the author says that similar tumors 
have been observed by Massin, Olivier, Fueth, and 


Schoor. Hans O. NeumANN (G). 

Brunschwig, A.: Mixed Tumors of the Tongue and 
Sublingual Gland. Surg., Gynec. & Obst., 1930, 
1, 407. 

So-called “mixed tumors” are found not infre- 
quently in the salivary glands, buccal mucosa, palate, 
lips, and orbit. They vary histologically but have in 
common certain epithelial elements and “ meso- 
thelial” elements such as hyaline cartilage, immature 
fibrous connective tissue, and mucous tissue. There 
is also a type with cuboidal epithelial cells arranged 
in tubules or cords which are called “‘cylindromata.”’ 

Mixed tumors of the sublingual gland are very 
rare. The author has been able to find only 2 re- 
ported in the literature. Of 360 mixed tumors of the 
salivary glands collected and studied by Heinecke, 
80 per cent occurred in the parotid gland. The 
author reports a case of mixed tumor of the cylind- 
roma type occurring in the sublingual gland. The 
growth was apparently benign for nineteen years, but 
at the end of that time became malignant, causing 
extensive local destruction and forming metastases 
in the lungs and pleura. 
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Only to mixed tumors of the tongue have been 
found in the literature. These are reviewed. They all 
resembled closely the tumors occurring in the sali- 
vary glands. The treatment consisted of excision. 
Also reported is a case of slowly growing malignant 
mixed tumor of the tongue of several years’ duration 
which formed metastases in the regional lymph 
nodes. Combined excision and radium therapy ap- 
peared to eradicate the process. 

LAWRENCE Curtis, M.D. 


PHARYNX 


Sonnenschein, R.: Mixed Tumors in the Soft Pal- 
ate: Reports of Two Cases and a Survey of the 
Recent Literature. Arch. Laryngol., 1930, xi, 137. 


Mixed tumors involving the soft palate are rare. 
Their origin is not definitely known. According to 
one theory, they are entirely epithelial, whereas 
according to another, they are the result of acci- 
dental sequestration of embryonal cells during the 
early and complicated development of the base of 
the neck. They are probably individual entities 
not related to the structures in which they occur. 

While they are apparently benign, they often 
recur after removal. If frequently disturbed, they 
may become locally destructive even though they 
produce no metastases. 

When histologically examined, they may show an 
apparently malignant character although the clini- 
cal history usually indicates that they are benign. 
The prognosis should be determined from the his- 
tory of the case rather than from the histological 
observations. James C. Braswett, M.D. 


NECK 


Mdller, E.: A Fatal Case of Exophthalmic Goiter 
Commencing During Thyroid Gland Adminis- 
tration. med. Scand., 1930, xxiii, 1. 


The author reports a case of exophthalmic goiter 
which began after the patient had taken thyroid 
gland tablets for a few weeks to reduce her weight. 
Although the thyroid medication was stopped im- 
mediately, the disease progressed and in six months 
terminated fatally. The diagnosis was confirmed at 
autopsy. 

On lumbar puncture two days before death, the 
albumin and globulin of the spinal fluid were found 
to be increased. The number of cells was normal. 

The possible importance of hyperthyroidism in 
the etiology of exophthalmic goiter is discussed. 


Hueck, H.: Results of the Operative Treatment of 
Basedow’s Disease (Ergebnisse der operativen 
Behandlung der Basedowkrankheit). Deutsche 
Zischr. f. Chir., 1929, CCxxi, 171. 

The author begins his article with the statement 
that internists in general treat cases of Basedow’s 
disease conservatively whereas surgeons are willing 
to forego operation and attempt treatment by con- 
servative measures only in mild cases. He believes 
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that internists and surgeons should get together in 
a study of their end-results and that as a result of 
‘such a study they would agree to classify the cases 
into the following 3 groups: 

Group 1. The hyperthyreoses and mild cases of 
Basedow’s disease with only a slight increase in the 
basal metabolism, without definite eye signs, and 
without severe nervous symptoms. 

Group 2. Moderately severe Basedow’s disease 
with marked eye signs, but with only slight nervous 
symptoms and an increase in the basal metabolism 
of from 30 to 50 per cent. 

Group 3. The most severe cases in which all 
symptoms are very pronounced and the basal 
metabolism is between 50 and 100 per cent. 

In cases of Group 1, conservative treatment may 
be given. Roentgen treatment has an excellent 
effect, systematic irradiation often resulting in a 
complete cure. Even in this group, however, the 
surgeon usually obtains better results. The author 
uses irradiation for patients who fear operation, 
but only for those with true hyperthyreoses and not 
for those with toxic adenoma. 

In the second group also, treatment by irradiation 
may be beneficial, but its failures are more numerous 
than in the first group. Operation gives the best 
results, and its mortality is almost nil. However, 
the value of irradiation cannot be denied. 
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In Group 3, the results of conservative treatment, 
including irradiation, are very poor and the best 
treatment is the earliest possible operation. While 
operation has a high mortality and cannot prevent 
recurrence with certainty, its results are on the 
whole not unfavorable. The problem for the future 
in the operative treatment is the determination of 
the best pre-operative preparation. According to 
statistics, the incidence of cure following operation 
ranges from 65 to 90 per cent and the mortali\y 
between 5 and 7 per cent. The statistics of individyal 
surgeons are sometimes excellent. Kasper, for ex- 
ample, reported 150 operations performed in the 
Hochenegg clinic without a single death. 

The author believes that geographical differen: cs 
are an important fact explaining differences in +e- 
sults. He emphasizes the relatively high mortaliiy 
under conservative measures. This is higher than 
the mortality of operation. Moreover, the incidence 
of cure following conservative treatment is |. ss 
than that following operative treatment. 

In conclusion, Hueck discusses the material from 
the Rostock clinic which shows a cure in 78 per 
cent of cases. He emphasizes the importance of ‘lec 
basal metabolism test which indicates the effect of 
preparatory treatment and operation and of the 
end-results. He recommends preparatory treatment 
with Lugol’s solution. VOGELER (Z). 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Veraguth, O.: Tumors of the Central Nervous 
System (Ueber Tumoren am Zentralnervensystem). 
Deutsche Ztschr. f. Nervenh., 1929, cix, 121. 


‘The author discusses the problem of the develop- 
ment of neurinomata and endotheliomata from the 
standpoint of the pathological anatomy of tumors 
of the central nervous system and on the basis of a 
case of Recklinghausen’s disease with intramedul- 
lary, extramedullary, and meningeal nodes. ‘The 
theory of Verocay, Masson, Cornil, and others that 
these structures are of ectodermal origin is contrasted 
with the theory held by Krumbein, Quatti, Penfield, 
Casper, and others that they are of mesodermal 
origin. In a review of the embryological evidence, 
attention is called to the very suggestive investiga- 
tions of Oberling and Antoni, both of whom believe 
that the neural crest is the origin of the normal 
endothelial sheath and that the abnormal develop- 
ment of this crest is the prerequisite for intra- 
medullary neurinomata and meningiomata. The 
secondary changes caused by tumors of the nervous 
system in the bony coverings, the meninges, the 
cerebrospinal fluid, and the parenchyma near the 
neoplasms are described briefly. 

The physiopathology of the central nervous sys- 
tem affected by an epicentral tumor shows three 
stages of capacity for accommodation: an asymptom- 
atic stage, a more or less oligosymptomatic stage, and 
a stage of lack of accommodation. The second stage 
may persist for many years without change or may 
show remissions of the disease picture or a charac- 
teristic, gradually increasing development of symp- 
toms. In the third stage, the complete lack of ac- 
commodation capacity does not necessarily mean 
the immediate onset of an irreversible condition. 
When such a state exists, it depends upon many 
and not merely local factors. Among the dynamic 
distant effects in the nervous system, the diaschisis 
warrants special consideration in the presence of 
epicentral tumors. 

Although the clinical manifestations of tumors 
of the central nervous system have been well 
studied, surprising diagnostic errors are still made 
even by men with considerable experience. With 
regard to the differential diagnosis, attention is 
called to the subdural haematoma which occasionally 
has a latent period as long as three months; also to 
an apparently characteristic peculiarity of patients 
suffering from brain abscess, namely, repeated 
placing of the hand in the region of the focus. The 
differential diagnosis of epicentral or endocentral 
tumor is discussed in detail as regards tumors of the 
anterior cerebral fosse and, with reference to de- 
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tailed tables, as regards tumors of the posterior 
cerebral fossw and the vertebral canal. In a table of 
differential signs the probability of an endocentral 
or exocentral site is indicated by the words “‘fre- 
quent,” “rare,” and “possible.” For doubtful 
cases of spinal cord tumors, exploratory laminec- 
tomy or opening of the dura is still recommended 
as a last resort in spite of the use of lipiodol. 
Finally, Veraguth discusses the fundamental prin- 
ciples of the treatment of tumors of the central 
nervous system. He states that operation is contra- 
indicated only in cases of malignant and multiple 
tumors and cases of tumors situated at the bony 
base of the skull. In cases of pinealoma, the indica- 
tion for operation should be determined with great 
reserve. Roentgen therapy is recommended as after- 
treatment following all operations. Of the requisites 
for success in operations for tumors of the central 
nervous system, the author mentions especially 
early diagnosis, timely operation, the application 
of all suitable advances of surgery, and a correct 
technique. AbOLF WIEDEMANN (Z). 


SPINAL CORD AND ITS COVERINGS 


Alurralde, M., and Sepich, M. J.: Cauda Equina 
Syndrome; Fibrosarcoma of the Dura Mater 
(Sindrome de cola de caballo; fibrosarcoma de la 
duramadre). Rev. de especialidades Asoc. med. ar- 
gent., 1929, 1V, 1270. 

The case reported was that of a man twenty-four 
years of age. There was first a period of pain in the 
left leg which simulated sciatica and was treated as 
such by the first physician who saw the patient. 
This was followed by weakness of the muscles in 
walking. ~'wo months later, pain and muscle weak- 
ness developed in the other leg. This painful para- 
plegia was followed by retention on the part of the 
sphincters. There was pain in the sciatic and crural 
nerves with paralysis and degenerative atrophy of 
the muscles of both legs. The response of the muscles 
of the thighs to electrical stimulation showed only 
quantitative changes. 

These symptoms developed over a period of nine 
months. The diagnosis of sciatica which was made at 
first was rejected because of the muscle weakness 
caused by the trophic changes in the muscles which 
were revealed by electrical examination. Meningo- 
myelitis of the dorsolumbar or lumbar region was 
ruled out by the early onset, persistence, and distri- 
bution of the pain, the weakness and degenerative 
atrophy of the muscles which was marked in the legs 
and slight in the thighs, the distribution of the dis- 
turbance of sensation which was perianal or saddle- 
shaped with slight extension to the inner surfaces of 
both legs, and the absence of the pupillary signs of 
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nerve syphilis. The only condition that could have 
caused a syndrome with pain, atrophy, and areflexia 
characteristic of a peripheral lesion and with reten- 
tion of urine and feces and distribution of sensation 
characteristic of central disease was a lesion of the 
cauda equina with or without involvement of the 
sacral cord and conus terminalis. The tentative diag- 
nosis of compression of the cauda equina by a tumor 
was confirmed by roentgen examination, and opera- 
tion disclosed a fibrosarcoma of the dura mater. 
Uneventful recovery resulted. 
Aubrey G. Morcan, M.D. 


SYMPATHETIC NERVES 


Adson, A. W., and Brown, G. E.: Thoracic and 
Lumbar Sympathetic Ganglionectomy in Pe- 
ripheral Vascular Diseases: Therapeutic Value. 
J. Am. M. Ass., 1930, xciv, 250. 


With the advent of surgical procedures capable 
of producing arterial dilatation in the extremities, 
it becomes highly important clearly to define the 
types of vascular diseases that may be benefited by 
vasodilator measures. Considerable discrimination 
and caution should be employed in the selection of 
operable cases. 

Primary diseases of the arteries of the extremities 
can be classified into two main groups: (1) those of 
a vasomotor or functional nature, of which there 
are two types, vasoconstrictor disturbances (mild 
spastic attacks and Raynaud’s disease) and vaso- 
dilator disturbances (erythromelalgia), and (2) those 
of organic disease of the arteries (thrombo-angiitis 
obliterans and arteriosclerosis with thrombosis). 

Sympathetic ganglionectomy and trunk resection 
is a surgical procedure of considerable magnitude 
which we are justified in using in the treatment of 
advanced cases of Raynaud’s disease, in the early 
developing vasospastic cases of scleroderma, and in 
cases of thrombo-angiitis obliterans in which vaso- 
spasm of the collateral arteries exists. The operation 
is probably indicated in allied and borderline cases, 
but should be employed with caution, as it is not a 
cure-all for all peripheral vascular diseases. 


MISCELLANEOUS 


Parker, H. L.: Pain of Central Origin. A Discussion 
of Some Diseases of the Central Nervous System 
in Which Pain Is a Main Symptom. Am. J. M. 
Sc., 1930, CIXxix, 241. 

The author studied only cases in which the pain 
was produced by a definite structural alteration of 
the central nervous system. He says that it is diffi- 
cult to understand why, in the many different lesions 
involving the spinal cord, it is so seldom that pain 
is produced which may be considered of central ori- 
gin and quite apart from that due to involvement 
of the dorsal roots. In a group of cases of gunshot 
injuries indirectly affecting the spinal cord which 
were reported by Holmes, the injury was followed 
almost immediately by the development, below the 
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level of the lesion, of a burning, shooting, stabbing 
pain which was more marked in the lower extremity 
that had become paralyzed while remaining normiilly 
sensitive. This pain was poorly described and poorly 
localized by the patient. It was increased by periph- 
eral stimuli, particularly by passive movement of 
the leg, and even by jarring of the bed, and it jas 
seldom severe or persistent in the side that was in- 
wsthetic to pain, touch, or temperature. Pin prick 
and thermal stimuli were extremely unpleasant ind 
the responses to them tended to radiate widely over 
the limb although the thresholds for pain and t er- 
mal stimuli were unaltered or even slightly raised. 
The pain reached its maximum in about two or t |iree 
days and gradually subsided in about three weeks. 

Cases of syringomyelia have been reporte in 
which pain was persistent throughout the course of 
the disease. It is possible for hydromyelia to c:use 
pain. Both intramedullary and extramedullary tu- 
mors involving the spinal cord sometimes pro luce 
pains which are not segmentally distributed or due 
to compression of the roots, but occur in regions \ell 
below the site of the lesions. Often the pain is felt 
in a lower extremity, on the side opposite that o! the 
tumor; it may come on early in the course of 
the compression of the cord by the tumor and before 
root pains begin. Root pains may never devclop, 
and the distant pains may constitute a prominent 
symptom. Constant, severe, burning pains in the 
lower extremities are not uncommon following the 
removal of spinal cord tumors; they develop coinci- 
dentally with the lessening of the anesthesia and 
during convalescence from operation. Later, with 
the restitution of both motor and sensory function, 
they cease. Experimentally, pain may be produced 
by a of the structures within the spinal 
cord. 

The spinothalamic tracts are continued up into 
the medulla and as they are dorsolateral to th« in- 
ferior olivary nucleus, they come in close relationship 
with the spinal root of the fifth nerve and its nucleus. 
A single lesion in this region may involve bot! of 
these structures and may produce anesthesia jor 
pain and temperature on the side of the lesion in the 
area supplied by the fifth nerve as well as in the op- 
posite side of the body. It is not generally known 
that pain may occur in one or more of the anast!:tic 
areas. 

Pain may develop not only in cases of syringo- 
myelia of the spinal cord, but also in cases in which 
this disease attacks the medulla. The author has 
observed two cases of tumor involving the fourth 
ventricle in which the early vomiting so char ‘er- 
istic of the lesion was associated with abdon nal 
pain poorly localized and poorly described by ‘he 
patient. 

Just as in the medulla, various lesions situat | in 
the pons may give rise to pain. Herpes involving the 
fifth cranial nerve, especially in its first and se: nd 
divisions, is often associated with persistent, se. re, 
constant, burning pain, an unpleasant 
and hypersensitivity in the region involved. !'ar- 
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ticularly in elderly persons, these symptoms may 
persist for many years after the acute phase has 
passed. Often the scars which are left are anesthetic 
or anesthesia is spread over wider areas, and at any 
time in the course of this so-called postherpetic 
neuralgia around the forehead, orbit, and cheek there 
may be a strange combination of pain, hyperes- 
thesia, and anesthesia. 

Injection of alcohol into the nerve or its ganglion, 
avulsion of the supra-orbital nerve, and even section 
of the posterior root of the gasserian ganglion or 
avulsion of the ganglion has been done for relief of 
pain, but without constant success. 

Recent writers, including Wilson, have agreed that 
spontaneous pains and various types of unpleasant 
sensations hitherto considered characteristic of le- 
sions of the thalamus may arise as sequels to struc- 
tural disease anywhere below the thalamic level. 
Although the so-called syndrome of the thalamus is 
no longer considered peculiar to thalamic lesions, the 
original work of Dejerine and Roussy is worth re- 
calling. An interesting feature of thalamic lesions is 
the effect of emotion on patients with such lesions. 
In cases cited by Head, music was peculiarly likely 
to evoke a different reaction on the two halves of 
the body. One of the patients could not go to church 
because he “‘could not stand the hymns on his af- 
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fected side.’’ Another stated that during the funeral 
service for the late King Edward VII he felt ‘a 
horrid feeling come on in the affected side and the 
leg was screwed up and started to shake” as soon as 
the choir began to sing. In many of these patients, 
therefore, the mental emotions evoked by music or 
disagreeable sounds intensified preéxisting pains and 
discomfort. Among other lesions of the thalamus 
producing the so-called thalamic syndrome are in- 
flammations such as epidemic encephalitis, trau- 
matic lesions, and tumors. 

With regard to pains arising from cortical lesions 
there has been some difference of opinion. Clinically, 
however, the pain produced by pathological irrita- 
tive lesions is usually not marked and is seldom con- 
tinuous like that produced by lesions in the thalamus 
and in levels below it. More often, it is paroxysmal 
and appears as a sensory component preceding a 
jacksonian or general convulsion. Sensory auras in 
the form of tingling sensations, a sensation of formi- 
cation, wave-like sensations, feelings of constriction, 
and, according to Foerster, deep, dull pains may 
develop in a limb or in one side of the body before 
convulsive movements begin. It is common knowl- 
edge also that, especially in children, painful auras 
in the form of abdominal pains frequently usher in 
general convulsive seizures or attacks of petit mal. 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Keynes, G.: Radium Treatment of Carcinoma of 
the Breast. Lancet, 1930, ccxviii, 439. 


There are three methods of applying radium to 
mammary carcinoma: (1) the external application 
of radium plaques over a diffracting medium made 
of a mixture of sawdust and wax; (2) irradiation by a 
beam of rays from a so-called “bomb”; and (3) 
burial in the tissues of radium in suitable form. The 
author prefers the third method because it is based 
upon sound surgical principles. He implants 
platinum needles containing radium into the tissues 
in such a way that not only the primary growth but 
also every accessible area of lymphatic drainage is 
adequately irradiated. The distribution is in and 
beneath the breast, beneath the pectoral muscles, in 
the axilla, on the costocoracoid membrane, above 
the clavicle, and in the upper three or four intercostal 
spaces. The two variable factors in the process are 
the time of exposure and the size of the mammary 
gland and the tumor mass. The principle involved 
is long exposure (usually for seven days) to a small 
dose of radium. 

Keynes reviews 149 cases. In the first 50, the 
diagnosis was established by biopsy shortly after 
irradiation, but in the others this method was 
abandoned as a routine procedure because in several 
instances implantation nodules appeared. Keynes 
says that after a proper dose of radium primary 
growths may gradually disappear in from six to 
nine months, but a certain number shrink to a 
minimal size and then remain stationary. A residual 
tumor may consist only of fibrous connective tissue 
or may still contain active carcinoma cells, in which 
case a repeated radium treatment should be given. 
As many as 4 such irradiations have been done on 
I patient. Permanent residual tumors are excised. 
When examined histologically they are usually 
found to consist of fibrous connective tissue only, but 
in some instances structureless remnants of car- 
cinoma cells have been discovered within them. 

Of the 149 patients whose cases are reviewed, 108 
were considered operable. One hundred and one of 
those whose condition was regarded as operable and 
22 of the 41 whose condition was regarded as inoper- 
able are alive from one to five years after the irradia- 
tion. In 13 cases a tumor mass had been surgically 
removed before irradiation and found to be car- 
cinoma. In 1 of these a recurrence took place. 
From 13 patients a residual swelling was resected. 
One hundred and nine patients had radium treat- 
ment only. Of these, 23 had 2 treatments, 3 had 3 
treatments, and 2 had 4 treatments. 

The objection to radium treatment of the breast 
lies in the danger of injury to other structures, such 


as piercing of the pleura in an intercostal spice, 
piercing of a nerve or a blood vessel, or poss'|)ly, 
piercing of the pericardium. 

The author is convinced that radium irradiativy is 
the treatment of choice in early cases because it 
usually causes the tumor to disappear, it produces 
no oedema of the arm or mutilation, and it is se! !om 
followed by recurrence. J. Wittems, 


TRACHEA, LUNGS, AND PLEURA 


Bradford, Sir J. R.: Massive Collapse of the Lung. 
Lancet, 1930, CCxviii, 331. 

Massive collapse of the lung may result from »:.ral- 
ysis of the respiratory muscles or from bron: hial 
obstruction, but thereis also a group of cases ini which 
it is necessary to look for some other mechani-:n, 

The most striking physical signs of the condition 
are absolute immobility of the chest wall on the 
affected side and displacement of the heart and 
abdominal viscera resulting from upward 
ment of the diaphragm. The heart may be dis- 
placed to a degree suggesting congenital transposi- 
tion of the viscera. In the early stage of the con- 
dition there is weakness or even complete eatinc- 
tion of the breath sounds on the involved side. In 
the second stage there is tubular breathing o/ the 
most perfect variety which in many cases is much 
more marked than that associated with pneumvonic 
consolidation. This sign will give rise to confusion 
unless the possibility of massive collapse is borne 
in mind. In the later stages, crepitations and riles 
suggestive of pneumonia develop. 

The degree of collapse may be far out of pro- 
portion to the symptoms. In some cases symptoms 
may be totally wanting, whereas in others, dyspnea 
of marked severity may be present, and in the !ater 
stages, especially when fine rales and crepitations 
are noted, the condition may cause cough with 
expectoration. The author emphasizes that a very 
large area of one lung may be collapsed without 
the development of serious respiratory symptoms. 

The basal portions of the lung are the portions 
most liable to collapse, but the entire lung may 
be affected. In some cases the condition may be 
bilateral. A striking feature is the rapidity with 
which the physical signs change. The inflammatory 
changes that may occur vary from pleuris) to 
bronchopneumonia. When such changes deveop 
the diagnosis of collapse is impossible unless ‘\¢ 
case has been observed from the beginning. 

The fact that a very slight lesion on one side o/ 
the chest may lead to extreme collapse of the «p 
posite lung in the course of a few hours can be 
explained only on the basis of a reflex mechan +” 
of some kind. It cannot be explained by bronc' al 
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obstruction or respiratory paralysis. The author 
believes that the reflex mechanism acts primarily 
on the diaphragm and the intercostal muscles, 
thereby bringing about immobility of the chest 
wall which results in absorption of the air in the 
lung. Antuony F. Sava, M.D. 


Bezancon, Azoulay, and Duruy: Primary Car- 
cinoma of the Left Lung with Cavitation and 
Abscess Formation (Forme cavitaire d’un cancer 
primitif du poumon gauche a type d’abscés putride). 
Bull. et mém. Soc. méd, d. hop. de Par., 1929, xlv, 
1478. 


‘The case reported was that of a typographer 
fifty-one years old who, in January, 1922, was seized 
with pain in the left chest associated with dyspnea, 
hemoptysis, and a temperature of 39 degrees C. 
This attack was followed by a cough and expectora- 
tion. During the succeeding five vears the patient 
experienced three similar attacks without hamopty- 
sis. In July, 1927, the hemoptysis recurred and 
thereafter he remained in bed with fever, morning 
sweats, a severe cough, and constantly increasing 
foul expectoration. 

Physical examination shortly before the patient’s 
death in December, 1927, revealed a flatness, a 
feeling of resistance, and absence of breath sounds 
in the base of the left lung and roentgen examination 
disclosed in the same lobe a cavity the size of an 
orange, which had a fluid level. The sputum 
amounted to 250 gm. daily. It was seropurulent, 
greenish, and odorless. 

At autopsy, the lower lobe of the left lung was 
found to be adherent to the chest wall by a hard, 
white lardaceous tissue. The lobe contained a 
cavity the size of an orange, the walls of which were 
formed by nodular, hard, white tissue. Histological 
examination confirmed the diagnosis of squamous 
carcinoma. C. D. HAAGENSEN, M.D. 


Paterson, R.: Roentgenological Aspects of Em- 
pyema. Am. J. Surg., 1930, viii, 638. 

Stoloff, E. G.: Radiological Demonstration of 
Pleurisy in Children. Am. J. Surg., 1930, viii, 662. 


PATERSON states that in suspected cases of em- 
pyema the roentgenologist’s coéperation is required 
for the diagnosis of the presence, amount, and posi- 
tion of fluid in the pleural cavity, and in established 
cases, it is required to observe the progress of the 
disease, to determine the effects of surgical proce- 
dures, and to elucidate factors preventing resolution. 

He discusses the application of the various roent- 
genological methods used in the study of empyema 
and presents a number of excellent roentgenograms. 
He emphasizes that the roentgenological and clinical 
findings should be correlated after independent ap- 
praisal of the condition by the roentgenologist and 
clinician. 

StoLorrF also presents a number of excellent 
toentgenograms. He states that the pleure are 
not roentgenologically visible in their normal con- 
dition and relationship to the other parts of the 


chest, but with the deposition of fibrin in even thin 
layers the affected part of the pleura is outlined by 
a shadow. The shadow is seen as a fine hairline 
density closely adjacent to the lateral thoracic wall 
or in the regions of the interlobar fissures. It may be 
encountered early in a pneumonic process with which 
pleurisy is associated or later, when it is residual 
to a serous or purulent effusion. 

The initial X-ray evidence of free serous effusion is 
always manifested at the most dependent portions 
of the chest,in the costophrenic sinuses of the bases. 

The accumulation of large amounts of fluid in the 
pleural cavity is associated with a widening of the 
interspaces and with a fullness and immobility of the 
affected side, observed fluoroscopically, which are 
characteristic of such effusions in children. 

Empyema may arise from a serous effusion which 
has become purulent, from the rupture of an abscess 
into the pleural cavity, or from a fibrinoplastic 
exudate arising in pneumonia. 

In the first two instances the X-ray appearance 
does not differ from that of a serous effusion; puru- 
lent effusions cannot be differentiated roentgeno- 
logically from serous effusions. In the third instance 
there is a shaggy fibrinoplastic exudate on the vis- 
ceral pleura, the interstices of which contain only 
a small amount of free fluid. This is manifested by 


a band-shaped or ribbon-shaped shadow adjacent 
to the thoracic wall which is due to the separation 
of the lung from the chest wall by the tibrinoplastic 
exudate. It is an early sign of empyema and may 
antedate the appearance of suggestive phy sical 
signs and the discovery of free pus on exploration. 


Diagnostic for encapsulation is the appearance of 
a globular, dense shadow projecting from a periph- 
eral or central attachment into the lung field. The 
localization of the process is important to the sur- 
geon. It must be borne in mind that variations 
in technique may so alter the shadows as to cause 
them to appear larger or smaller or higher or lower 
than they are. Fluoroscopy with lateral and postero- 
anterior exposures should be used for localization 
before the exploratory needle. 

Pneumonia, like effusion, is homogeneously dense, 
but its limitations are usually less sharply defined. 
Pneumonia in regions which come into consideration 
in the differential diagnosis does not appear band- 
shaped. When the area involved is triangular, the 
border is not so straight, sharply defined, or convex 
as in effusions. 

Collapse of the lower lobe is roentgenologically 
similar to an effusion of the anterior mediastinum 
or a posterior effusion which is costomediastinal. The 
clinical course and history must aid the differentia- 
tion. In collapse there is always a compensatory 
emphysema of the upper lobe. 

Bronchiectasis may be located in the lower lobes 
posteriorly and medially, but it is sometimes neces- 
sary to introduce a contrast medium such as iodized 
oil, to outline the dilatations. 

For the understanding of pleural effusion in the 
interlobar fissures a description of the anatomy of 
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the interlobar fissures is given and the characteristic 
shadows are described. 

After the resolution of a pneumonic infiltration, 
a fine hairline or narrow band-like shadow may ap- 
pear adjacent to the lateral costal wall as the result 
of fibrosis caused by infiltration. Fibrous adhesions 
between the pleure and the diaphragm or mediasti- 
num frequently follow pulmonary inflammation. 
Their presence may not be seen, but is suggested 
by impairment of movement of the diaphragm or 
the mediastinum noted when the patient is studied 
fluoroscopically. 

In infancy and childhood, pleural thickening or 
exudation may be suggested by the position of the 
scapula, the inner margin of which may overlap 
the periphery of the lung, casting a linear shadow 
parallel with the outer boundary of the thorax. The 
differentiation of this shadow from that of a pleural 
thickening may be made by demonstrating its con- 
tinuity with the shadow of the rest of the scapula. 
An erroneous diagnosis of pleural thickening or 
exudation is sometimes caused also by rachitic 
widening of the epiphyses of the ribs at the sternal 
junctions. Occasionally this widening is so marked 
that the shadows are continuous and suggest a ribbon- 
shaped shadow adjacent to the lateral thoracic wall. 
However, close examination will show evidence of 
rickets, and the clinical history and signs will 
definitely eliminate pleural disease. 

J. Frank Doucury, M.D. 


HEART AND PERICARDIUM 


Schloffer, H.: Cardiolysis (Zur Cardiolyse). 
Klin., 1929, 11, 1777. 


Med. 


By the term “cardiolysis”’ (Brauer) was formerly 
understood the liberation of the heart from adhe- 
sions to the anterior chest wall by rib resection. By 
this procedure the systolic retraction of the chest 
wall and the diastolic driving forward of the cardiac 
region are relieved. Guleke has reported sixty cases. 

For several years another operation, decortication 
of the heart (Delorme), has been frequently per- 
formed in cases of extensive pericarditic scar tissue. 
By this procedure, diastolic dilatation is again ren- 
dered possible. The first cases were operated upon by 
Sauerbruch and Rehn. In 25 per cent of such cases 
the condition is of tuberculous origin. 

Following the recommendation of Volhard and 
Schmieden, a large window is cut in the chest wall, 
the pleura pushed to one side, and the pericardium 
then resected. The greatest difficulty lies in esti- 
mating the depth in which it is necessary to work 
to avoid entering the ventricle, the auricle, and the 
vena cava. It is best to free the left ventricle first 
and then the right ventricle. At least one phrenic 
nerve must be preserved. 

Of thirty-six patients subjected to this operation, 
eight died during or soon after the operation. Of the 
thirty-one on whom the operation could be com- 
pleted, four died of cardiac insufliciency, one of 
acute dilatation, and two of the original trouble (the 
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operation was not done with sufficient thoroughness), 
and one of insufficiency of the liver with marked 
cachexia. Twenty were benefited by the operation 
one of Sauerbruch’s patients for eleven years and 
seven others for more than a year. 

The author recommends more frequent use of the 
operation, but emphasizes the necessity for timely 
diagnosis and timely intervention. He states that, 
to date, only a few young persons with cicatricial 
pericarditis have been operated upon in the manner 
described. 

Schloffer reports a case in which calcification of 
the pericardium was found. The patient was a |oy 
seventeen years of age who had been ailing since 
earliest childhood. He presented dilatation of (he 
abdomen, but no certain cause of pericarilitis. 
Swelling of the legs and scrotum had been prescut 
for a year. Examination in the Nonnebrook Clinic 
revealed marked ascites, hydrothorax, slight enlarze- 
ment of the heart toward the right, systolic retiac- 
tion, no change in the dullness with a change of 
posture, a rhythmic, paradoxical pulse of about 00 
beats per minute, clear heart tones, no congestion of 
the veins of the neck, and enlargement of the liver. 
The secretion of urine did not exceed 500 gm. per 
day. Roentgen examination disclosed enlargement 
of the heart to the right, absence of movement along 
the right border, and moderate movement along 
the left side. The posterior contour of the heart was 
somewhat prominent. The heart shadow was ex- 
tensively enclosed in shadows indicating calcitica- 
tion. 

At operation, performed under conduction anvs- 
thesia, from 8 to 10 cm. of the third to the eighth 
ribs were resected. Adhesions between the peri- 
cardium and the endothoracic fascia were easily 
loosened. After the right heart had been liberated 
from the chest wall and the left pleura had been 
pushed aside, the pericardium was opened at the 
apex, where a free space filled with crumbling 
masses was found. The 6-cm.-thick cicatricial coy- 
ering together with its calcium deposits was (is- 
sected away from the surface of the heart, the leit 
ventricle being liberated first and then the right 
ventricles and the auricles. At the end of the opera- 
tion the pulse was 80. The soft parts were replaced. 
Rubber drainage was established for twenty-four 
hours. Smooth convalescence resulted. The patient 
is now able to do light inside work, and the oedema 
and ascites have completely disappeared. 

J. VOLKMANN (7). 


Fischer, H.: The Fundamental Principles of Thera- 
coplastic Measures for the Production ct a 
Mechanical Effect on the Work of the Enlarged 
Heart (Die Grundlagen thoracoplastischer 
nahmen zur mechanischen Beeinflussung der Arbe it 
des vergroesserten Herzens). Arch. f. klin. Chir. 
1929, clvi, 112. 

Following a review of the surgery of the he it, 

Fischer states that in cardiac enlargement there is 

interference with the action of the heart duc ‘to 
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limitation of space similar to that occurring in fibrous 
pericarditis. He cites two cases of pronounced fi- 
brous contracting pericarditis in which the removal 
of the fibrous covering only in the region of the left 
ventricle was sufficient to relieve the entire disturb- 
ance in the circulation, a disturbance described by 
Volhard as “influential stasis.”?’ With the excochlea- 
tion of the left ventricle, the compression of the 
other parts of the heart, especially the left auricle, 
and the entire pulmonary circulation was relieved 
simultaneously. Fischer cites this result as evidence 
that the disturbance of cardiac function in fibrous 
pericarditis is due chiefly to displacement and com- 
pression with resulting diminution in size of those 
parts of the heart which have the weakest muscle, 
namely, the right ventricle and the still weaker 
auricles. In the left ventricle, which has a greater 
internal pressure and a considerably thicker wall, a 
diminution of the chamber volume is little to be 
feared. The author therefore believes that the con- 
dition of the heart with fibrous pericarditis is similar 
to that of decompensated mitral stenosis. 

Other intrathoracic disease conditions act in a like 
manner or through a unilateral increase of pressure 
in the pleural space, particularly as the result of 
kinking of the vena cava, displacement of the heart 
to the left, or mechanical stimulation of the atrio- 
ventricular node (cardiac flutter). 

Disturbances of cardiac activity in this sense 
result also from deformities of the bony thoracic 
cage caused by compression of the thorax, tumors of 
the chest wall, circumscribed local traumata, and 
surgical changing of the chest wall, and such con- 
ditions as chicken breast, funnel breast, kyphosis, 
scoliosis, and kyphoscoliosis. Histories and roent- 
—— of illustrative cases are included in the 
article. 

As spatial limitation is relative and depends not 
only upon the size of the thoracic space but also on 
the size of the heart itself, the decisive factor is the 
reciprocal relationship between the size of the organ 
and the thoracic capacity. Therefore when the 
heart is enlarged it may lack sufficient space even 
when the thoracic space is normal. ‘The manner in 
which, under certain conditions, the enlarged heart 
is compelled to provide space for itself is evidenced 
by a number of phenomena such as changes in the 
thoracic wall (the ‘“‘choc en dome” of the French, 
swinging movements in the cardiac region, displace- 
ments of the thoracic wall with every movement of 
the heart) and especially the formation of a costal 
gibbus. By means of roentgenograms it is shown 
that in cases of lack of space due to enlargement of 
the heart there is a disturbance of the relationship 
between the size of the heart and the thoracic ca- 
pacity particularly in the sagittal diameter. 

In studies of the topographical relationships of 
the heart in cadavers by means of a thoracic window 
cut on the right side, the author determined what 
changes in position and form of the individual parts 
of the heart lead to lack of room in the thorax. He 
iound that in constriction of the enlarged heart the 
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sternovertebral diameter of the thorax is of special 
importance. If this diameter is abnormally large, 
signs of constriction of the heart may be absent even 
when the heart is greatly enlarged and a constriction 
of the heart between the thoracic wall and vertebral 
— would otherwise be demonstrable anatomi- 
cally. 

The results of a lack of space for the heart are 
functional inhibition and injury of the cardiac 
muscle, uselessly increased work which is lost to the 
circulation, limitation of filling of the heart and 
especially in the pumping power of the right auricle, 
and perhaps also disturbances in the bundle of His. 
The most marked changes in the position and form 
of the heart are demonstrable when absolute spatial 
constriction is superimposed upon cardiac enlarge- 
ment, as is the case in extremely high elevation of 
the diaphragm in ileus. 

Citing examples from the literature, the author 
expresses the opinion that constriction of an enlarged 
heart is amenable to surgical aid as the bony re- 
sistance of the thoracic ribs and the sternum to the 
heart muscle can be removed by plastic procedures 
on the thoracic wall. By such a procedure the en- 
larged heart can be protected against decompensa- 
tion, and internal therapy to establish compensation 
of the circulation will be efiectively aided. 

R. SYLLER (Z). 


CESOPHAGUS AND MEDIASTINUM 


Mosher, H. P.: The Lower End of the (sophagus at 
Birth and in the Adult. J. Laryngol. & Otol., 
1930, xlv, 161. 


At birth, the a@sophagus tapers downward to a 
point at the border of the left crus, where it changes 
its axis and proceeds between the crura from right to 
left toward the stomach. In many cases there is 
present at birth a cardiac sphincter consisting of a 
crescentic enlargement of the terminal muscular 
fibers of the cesophagus. In the adult, the sphincter 
is more constant and easier to demonstrate. 

The oesophagus is subject to infection before birth 
as well as later, and infection plays a major réle in 
cardiospasm. Ulcer of the lower end of the cesoph- 
agus is rare at birth, but more common in the adult. 
There may be marked segmentation of the lower end 
of the oesophagus without any pathological changes. 
In cardiospasm there is always a narrowing of the ter- 
minal portion of the cesophagus and very frequently 
ulcers are present. 

J. DanteL Wittens, M.D. 


Seiffert, A.: Operation for Carcinoma of the 
(Esophagus by the Endoscopic Route (Opera- 
tion des Oesophaguscarcinoms auf endoskopischem 
Wege). Ztschr. f. Hals-, Nasen-, u. Ohrenheilk., 
1929, XXxiv, 585. 


Although carcinoma of the oesophagus is usually 
not very malignant and does not form metastases 
until late, the results of operation have been very 
poor because exposure of the tumor by the methods 
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generally employed to date is difficult and dangerous. 
As the natural approach to the tumor is by way of 
the oesophagus, it occurred to Seiffert to attempt 
circular resection of the cesophagus by the cesopha- 
goscopic route. He accomplished such a resection 
successfully in the case of a patient sixty years old 
who was suffering from a carcinoma in the thoracic 
portion of the cesophagus, just behind the manu- 
brium sterni, which completely closed the cesopha- 
geal lumen and had been causing difficulty in swal- 
lowing for four months. 

The tumor having been brought into the field of 
vision of the cesophagoscope, novocain was in- 
jected into the pericesophageal tissues. A circular 
incision was then made above the tumor with scis- 
sors and the neoplasm dissected free from the sur- 
rounding tissues. Because of the injection of novo- 
cain, the dissection was accomplished very easily. 
There was very little bleeding. The tumor was re- 
moved by morcellation down to normal cesophageal 
tissue, and a rubber tube then inserted through the 
nose and oesophagus into the stomach. Four days 
later the tube was removed because of the danger of 
decubitus ulcer of the lamina of the cricoid cartilage. 
After the removal of the tube the patient was able 
at first to take only fluids, but soon was able to take 
soft foods. On the ninth day he was able to swallow 
solid food. On the fourteenth day, treatment with 


bougies was begun. Today, fourteen months aiter 
the operation, the patient feels perfectly well. 
SALZER (Z), 


Kornblum, K., and Cooper, D. A.: Tuberculous 
Mediastinitis. Am. J. Roentgenol., 1930, xxiii, 


Mediastinal involvement in varying degree is a 
constant finding in all cases of pulmonary tuber- 
culosis, but during the past few years the authors 
have seen five cases of mediastinal tuberculosis in 
which there was little or no evidence of pulmon:ry 
tuberculosis. While tuberculosis of the mediastinum 
is usually confined to the tracheobronchial ly 
glands, the extension in the authors’ cases was \ell 
beyond the lymph nodes, involving various meli- 
astinal structures in a true mediastinitis. 

Tuberculous disease involving the mediastinum 
is always primarily a disease of the lymph. tic 
system. When it remains confined to the lymphatic 
structures the term “‘ mediastinitis” is not justifia! le. 

In the cases reported, the evidence of mediastinal 
disease was the outstanding feature and catived 
considerable difficulty in the diagnosis. 

The authors believe that diffuse tuberculous in- 
volvement of the mediastinum without accompany- 
ing extensive pulmonary disease is probably more 
common than is generally supposed. 

E. SHACKLETON, 
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ABDOMINAL WALL AND PERITONEUM 


Obdalek, W.: True Peritonitis in Children (Ueber 
die genuine Peritonitis bei Kindern). Deutsche 
Ztschr. f. Chir., 1929, CCXX, 307. 


True, i.e., primary, peritonitis in children is not a 
rare condition. It furnished the indication for opera- 
tion in one of thirty cases in which a laparotomy 
was done. Of forty-eight cases which came to opera- 
tion, pneumococci were found in thirty-five, strep- 
tococci in eleven, gonococci in two, staphylococci 
in one, and colon bacilli in one. True peritonitis 
occurs most frequently in children in the second 
half of the pre-school age and the first half of the 
school age. Forty-one of fifty children with the 
condition were girls, and ten of the eleven cases of 
streptococcic infection were those of girls. The prog- 
nosis is very unfavorable. In the cases reviewed, the 
mortality was about 34 per cent. In cases of pneu- 
mococcic infection the prognosis is considerably 
better for the male than for the female, as of the six 
boys with this type of infection whose cases are re- 
viewed by the author all recovered, whereas of the 
twenty-nine girls, eight (27 per cent) died. The 
greater frequency of the condition in females is 
probably to be ascribed to the complicated relation- 
ships of the female pelvic peritoneum. 

It is probable that only gonococcal peritonitis 
has a genital origin. In the cases reviewed, a genital 
origin of the other types of infection was never de- 
termined with certainty. In only one instance was 
the streptococcus viridans present in both the ab- 
dominal cavity and the discharge from the genitals. 
The author believes that a hematogenous origin is 
equally improbable. From the frequent observa- 
tion of marked congestion of the lower loops of the 
small intestine and the appendix and swelling of the 
mesenteric glands of the aboral ileum, he concludes 
that the condition is often due to the penetration of 
bacteria through the wall of an intestine damaged by 
trauma, enteritis, or some disease condition such as 
bronchitis, angina, or pneumonia. In nearly every 
case reviewed there was a mild pharyngitis or tra- 
cheitis. The lowest loops of the ileum, which have a 
weaker bactericidal power than the upper portions 
of the intestine, are especially apt to allow the pene- 
tration of the virulent contents which collect in it 
from higher foci of infection such as the tonsils. 

True peritonitis is to be regarded as a clinical 
entity. Especially characteristic is its sudden onset 
with severe pain in the right hypogastrium or the 
region of the umbilicus, which ceases after two or 
three days even when the condition does not become 
walled off. Ultimately, vomiting nearly always 
occurs, and in all cases in which the infection is of 
intestinal origin there is diarrhoea. Frequently 


there are symptoms of meningismus. Tenderness to 
pressure is most marked on the right side about the 
umbilicus and in the region of the appendix, a fact 
explained by the frequent involvement of the appen- 
dix in enteric infections. Tension of the abdominal 
wall is not always entirely absent, but is somewhat 
disproportionate to the marked tenderness of the 
abdominal wall to pressure. Pronounced meteorism 
usually sets in only with intestinal paralysis which 
renders the prognosis more unfavorable. 

Differentiation from perityphlitic peritonitis is 
frequently impossible, but is aided by the sudden 
onset of the symptoms, the marked deterioration of 
the general condition in a short time, the diarrhoea, 
and the symptoms of meningismus associated with 
a high leucocyte count (30,000). 

Of value in differentiating the syndrome from the 
abdominal symptoms of pneumonia is the much less 
marked tenderness to pressure over the abdomen, 
especially during sleep. 

Because of the difficulty of differentiating the con- 
dition from appendicitis, the impossibility of de- 
termining the source of the trouble (diagnosis by 
puncture is not done in the Bittner clinic), the un- 
certainty of walling off of the process, and the 
occasional occurrence of a fatal turn for the worse 
after beginning improvement, the author advocater 
early operation. He states that this gives bettes 
results than was previously supposed. Of five pa- 
tients with diffuse pneumococcic peritonitis who 
were operated upon within the first twenty-four 
hours, only one died and this one died of a very ful- 
minating infection before the end of twenty-four 
hours. Of four children operated on on the second 
day, three died; of seven operated upon on the third 
day, twa, died; and of those operated upon on the 
fourth or fifth day, none died. Of the nine patients 
in the abscess stage of the condition, all recovered. 
Apparently early operation is able in some cases to 
arrest the spread of pneumococcic infection. Pneu- 
mococcic as well as streptococcic infections may 
have a relatively favorable course. 

In fatal cases of primary peritonitis, autopsy dis- 
closes a picture of the most virulent sepsis with 
swelling of the spleen, parenchymatous degenera- 
tion, and bronchopneumonia. 

Operation consists in opening the abdomen on 
both sides, sponging it out, draining it toward the 
pouch of Douglas with intercommunicating drains, 
and flushing it with physiological salt solution. ‘The 
drains seem to hasten walling off of the process and 
must not be shortened or removed too soon. It is 
best to leave the drains and dressing in place for ten 
or eleven days. When complications do not develop, 
long persistence of fever is explained by infection 
of the mesenteric lymph glands. SIEVERS (Z). 
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Wulsten, J.: Cure of Thrombosis of the Superior 
Mesenteric Vein by Resection of the Entire 
Small Intestine (Heilung einer Thrombose der 
Vena mesenterica superior durch Resektion des 
gesamten Duenndarmes). Zentralbl. f. Chir., 1929, 
P. 3155. 


The author reports a case in which, following 
manifestations of thrombophlebitis in both legs, 
operation was performed because of the develop- 
ment of symptoms of ileus. Resection of 3.60 m. of 
the small intestine was done and the jejunal stump 
implanted into the cecum. After the operation, pan- 
creatic preparations were administered. When the 
patient was discharged as cured after ten weeks he 
was passing two soft stools daily. The symptoms 
were caused by thrombosis of the mesenteric vein. 

In a review of the literature on embolism of the 
arteries and thrombosis of the veins Wulsten found 
that the most extensive resection of the intestine was 
done by Denk, who resected 5.40 m. A year and a 
half later the patient died from nutritional dis- 
orders. The normal length of the intestine ranges 
from 3 tog m. Vorscuvetz (Z). 


GASTRO-INTESTINAL TRACT 


Wanke, R.: Operation for Failures of Operation for 
Gastric Ulcer and Chronic Gastritis; Recurrent 
Ulcer and Gastritis in the Surgically Treated 
Stomach, Postoperative Adhesions, and Neu- 
rosis (Operierte chirurgische Misserfolge des Ulcus- 
leidens und der chronischen Gastritis; Rezidivulcus 
und Gastritis im operierten Magen, sc. postoperative 
Adhaesionen und Neurose). Deutsche Zischr. f. 
Chir., 1929, CCXXx, 263. 


In a previous article by Wanke the surgical treat- 
ment of gastric and duodenal ulcer and chronic gas- 
tritis was discussed from the standpoint of the re- 


sults. In this article, Wanke starts out with the 
failures of operative treatment, the diagnosis of 
which was confirmed by re-operation. He states that 
if the operative failures are classified according to 
the pathologico-anatomical ulcer findings discovered 
at the first operation, it is to be concluded that the 
number of failures is the greater the slighter the or- 
ganic changes in the stomach and duodenum at the 
time of the first operation. This is to be explained 
only by the assumption that the extent and degree 
of the chronic inflammatory reactive changes in the 
ulcer stomach are of decisive importance in the late 
result of surgical treatment, particularly resection. 

From a tabulation of the entire number of failures 
reviewed it is evident that ten times as many sec- 
ondary operations were done on the stomachs which 
showed no macroscopic changes at the time of the 
first operation as on those with perforated or pene- 
trating and tumor ulcers at that time. The fewest 
secondary operations were done in cases in which 
the primary operation disclosed a perforated ulcer 
with very severe and extensive acute inflammatory 
changes or a callous penetrating ulcer (tumor or 
organic hour-glass stomach) with very severe chronic 
inflammatory changes. 
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The nature of the operatively treated surgical 
failures may be classed under two diagnoses: (1) 
recurrent ulcer, and (2) chronic gastritis. As regards 
recurrent ulcer, the recent study confirms the ob- 
servation of the first investigation, namely, that the 
more severe the anatomical ulcer finding in the 
stomach at the time of the first operation, the lower 
the incidence of failure but the greater the probabil- 
ity that, if failure results, it will be manifested by 
recurrent ulcer. Among the seven cases operated 
upon secondarily following a primary operation {or 
perforation, a recurrent ulcer was found in five (70 
per cent). On the other hand, it is relatively rare 
that a clinically diseased stomach is operated upon 
first for chronic gastritis and comes to second:ry 
operation for ulcer. The recurrent ulcer, especi:|ly 
the recurrent ulcer developing after the most exten- 
sive radical operation, constitutes a limitation of 
surgical treatment of ulcer (‘‘the surgically inc ur- 
able ulcer disease”’ or the ulcer which is curable «ly 
with difficulty). The other form of the “surgically 
incurable ulcer disease”’ is the chronic irremedi«ble 
gastritis of the residual gastric fundus. 

The nature of the failure (recurrent ulcer ind 
chronic gastritis) is independent of the metho: of 
operation, but the number of failures is greater «iter 
palliative operations and transverse resection than 
after the pylorus-antrum resection of Billroth. he 
results of a secondary operation are successf{u! in 
from 8o to 95 per cent of cases when a recurrent ulcer 
is the cause of the failure and when pylorus-antrum 
resection is done. The Billroth I method is by far 
superior to the Billroth II method (successful results 
in 93 per cent as compared with 66 per cent). 

In the second part of the work the author <is- 
cusses chronic gastritis following operation which is 
usually diagnosed as ‘postoperative adhesions,” 
“neurosis,” ‘‘abdominal hernia with gastric symp- 
toms,” and ‘“‘chronic vicious circle.’’ This is a wni- 
form anatomical disease condition of the gastric 
mucous membrane, a gastritis with more or less 
marked perigastritis. The neurasthenia and |livs- 
teria are characteristic clinical symptoms of the 
gastritis. When one knows the century-old conilict 
of internal medicine on the question of neurosis or 
gastritis, the disease picture is readily understood. 
“The so-called determination of the organ involved 
in a general neurosis in the sense of the psychoneuro- 
sis of von Bergmann is possible only when there is a 
local organic injury with a subsequent affective or 
reactive disease process.” 

So-called postoperative adhesions are found most 
often after operations on the macroscopically in- 
changed stomach (chronic gastritis) and least o/‘en 
after perforated ulcers. Here again the metho: of 
operation plays an absolutely subordinate part. In 
order to show the relationship of chronic gast'‘tis 
in the stomach that has been operated on, }) st- 
operative adhesions and neurosis, the author re- 
ports in detail, with roentgenograms and anaton «al 
illustrations, four of a series of fourteen cases in wi,ich 
clinical and anatomical studies were made. Among 
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these there was one case of Billroth I failure with 
severe chronic, incurable gastritic disease in a resid- 
ual gastric fundus. In order to show that in this 
case the severe chronic gastritis in the Billroth 
stomach was the cause of the disease, a section of the 
mucous membrane from a healed Billroth stomach 
is described and shown in a photomicrograph. The 
patient from whom the section was obtained died as 
a result of a suppurative adnexitis and peritonitis. 
She was completely cured of her gastric disease for 
four years after resection of the ulcer by the Billroth 
1 method. These are the first two histological studies 
of healed and unhealed Billroth stomachs. With the 
exception of two cases reported by Konjetzny, no 
anatomical studies of surgical failures (without re- 
current ulcer) have been made previously. ‘The 
Billroth I failure due to chronic gastritis is an example 
of “surgically incurable ulcer disease.” Such cases 
have not been generally recognized heretofore. 
Chronic gastritis in the stomach that has been 
operated upon is by far the most common cause of 
operative failure. It will not do to figure the per- 
centage of our successful surgical results merely on 
the basis of the number of our surgically treated 
cases of recurrent ulcer. If this were done, the Kiel 
Clinic would show good results in 94 per cent of 
cases after gastro-enterostomy and in 99 per cent of 
cases after resection. These figures do not corre- 
spond with the actual facts. Gastritis in the stomach 
that has been operated upon also provides a basis for 
recurrent ulcer. The four cases observed in Kiel 
after a Billroth resection are reported briefly. 
Finally, the author discusses the importance of the 
duration of the disease in the prognosis of surgical 
treatment. He states that an ulcer with a duration 
of the disease of less than three years should not be 
operated upon on the basis of a relative indication, 
but if the duration of the disease is more than twenty 
years and if a chronic callous ulcer or a penetrating 
ulcer is situated high up on the lesser curvature, the 
prognosis should be guarded even when a Billroth 
resection is done. As regards the late result, such 
cases lie in the upper limits of possible surgical suc- 
cess as there is usually a chronic incurable gastritis in 
the fundus which favors persistence of the gastric 
symptoms and failure. The results of secondary 
operation in cases of chronic gastritis in the stomach 
which has been operated upon are not very satis- 
factory. The best outlook is given by secondary 
pylorus-antrum resection (successful results in 40 
per cent of cases) if gastro-enterostomy was done 
primarily. WANKE (Z). 


Grégoire, R.: Silent Perforation of a Gastric Ulcer; 
Free Gas and Fluid in the Abdominal Cavity 
Without Clinical Signs (Ulcére gastrique perforé 
en silence; gaz et liquide libre dans le péritoine sans 
signe clinique). Bull. ef mém. Soc. nat. de chir., 
1930, lvi, 225. 

The patient whose case is reported was a woman 
thirty-five years of age who was seized with epi- 
gastric pain associated with haematemesis. The 


clinical history had begun a year ago with a feeling 
of distress in the epigastrium three or four hours 
after meals. The patient gradually lost weight and 
strength. At the time of her admission to the hos- 
pital her temperature was 37 degrees C. and her 
pulse 80. The abdomen was soft and not painful 
to palpation. Two days later pain began in the 
epigastrium, but no vomiting occurred. ‘The ab- 
domen was still soft. The temperature was 37.8 
degrees C. and the pulse 80. The patient was able 
to walk to the X-ray division 100 meters away from 
the surgical service. Fluoroscopic examination dis- 
closed a duodenal ulcer and the presence of air in 
the peritoneal cavity. A diagnosis of perforation 
was made. Clinical examination revealed rigidity 
below the umbilicus, resonance over the liver, and 
dullness in the flanks. 

An emergency operation was performed under 
local anesthesia. A midline incision was made 
above the umbilicus. Gas and liquid escaped from 
the peritoneal cavity. The site of the perforation 
was in the anterior portion of the first part of the 
duodenum in the center of a large indurated area. 
Barium was escaping from the orifice. Closure of 
the perforation was done in two layers and re- 
enforced with a part of the omentum. A posterior 
gastro-enterostomy was then performed near the 
pylorus, a suprapubic incision made, and a drain 
placed in the pouch of Douglas. 

Uneventful, afebrile recovery resulted. The drain 
was removed on the ninth day. 

Examination of the liauid in the abdominal cavity 
showed a few leucocytes. Cultures were sterile. 

The author states that the presence of air free 
in the abdominal cavity is a reliable sign of perfora- 
tion. Vaughn and Singer verified this observation 
in sixty-three cases either at operation or at autopsy. 

In the discussion of this report, FAURE agreed with 
Grégoire that the severe pain of perforation of the 
stomach is due, not to the perforation itself, but to 
the peritoneal reaction. He cited cases of acute ap- 
pendicitis with perforation due to calculus or gan- 
grene without much pain. He thinks that in the 
majority of cases the pain is a sign of grave peritoneal 
involvement rather than of perforation. 

Monpokr cited Hertzler’s report that in operations 
for perforation performed under local anesthesia 
he had found the pain to be associated with spasm 
of the intestine and the accompanying escape of 
liquid through the perforation into the peritoneal 
cavity. With relaxation of the intestinal spasm, 
the pain diminished. Hertzler is of the opinion 
that the pain is of spasmodic origin, the result of 
the peritoneal irritation caused by the escaping 
liquid. The fruste forms due to covered perforations, 
posterior perforations, are particularly treacherous. 
Mondor stressed the importance to the clinician of 
roentgen examination in these urgent cases. He 
stated that although it is possible to find hyper- 
resonance on percussion in seven out of twelve cases, 
roentgenoscopy is more reliable than percussion. 

Jacos E. Kier, M.D. 
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La Gravinese, N.: The Pathogenesis and Treatment 
of Gastro-Enterocolic Fistula (Patogenesi e 
trattamento delle fistole gastroenterocoliche). Poli- 
clin., Rome, 1930, xxxvii, sez. chir. 66. 

Gastro-enterocolic fistulae are caused by peptic 
ulcers following gastrojejunostomy. An early diag- 
nosis is important because persons suffering from 
such lesions lose strength rapidly if they are not 
operated upon and are profoundly depressed by the 
foctid regurgitation from the colon. 

The characteristic symptoms are diarrhoea, foetid 
regurgitation, fecaloid vomiting, and rapid loss 
of strength, but when the fistula is small, there may 
be chronic constipation from stenosis of the trans- 
verse colon. Occasionally the diarrhoea is bloody. 
When this is the case the vomitus may contain 
blood. When operation is performed early it re- 
veals only a circumscribed peritoneal reaction around 
the tract, but when it is delayed, an inflammatory 
tumor is formed around the tract, the efferent loop 
of jejunum becomes dilated and thickened, and as 
a rule a stricture of the transverse colon is formed 
at the site of the fistula. 

The author believes that cecostomy is the best 
operation as in the three cases in which he per- 
formed it he obtained good results. He does not 
advocate ileosigmoidostomy as it is more serious 
than cecostomy. He states that right hemicolec- 
tomy with gastropylorectomy as practiced by 
Pauchet facilitates the colonic stage of the opera- 
tion and with treatment of the loop by the Mikulicz 
method is less severe than segmental resection of 
the transverse colon with end-to-end anastomosis, 
but is nevertheless a serious operation and may be 
complicated by adhesions. Moreover, it necessitates 
general anesthesia, which he regards as inadvisable 
in cases of fistula of the type under discussion. 

Aubrey G. Morcan, M.D. 


Mandl, F.: Protection of Gastro-Intestinal Su- 
tures by Drains and Gauze Strips (Ueber den 
Schutz von Magen-Darmnaehten durch Drain und 
Streifen). Deutsche Zischr. f. Chir., 1929, Ccxix, 107. 


The question of drainage following suture of the 
gastro-intestinal tract is not yet settled. Some 
surgeons advocate drainage, whereas others claim 
that it endangers the suture line. 

Experimental studies carried out by the author 
on rabbits showed that gauze strips and drains, even 
when they are placed directly against the stomach 
wall, do not produce dehiscence of the incision. It 
is true that the foreign-body substance causes varia- 
tions in the process of wound healing, but under 
normal conditions the latter do not endanger the 
suture line. When an insecure suture line gives way, 
the adhesions produced by the drainage material 
cause the formation of a localized abscess. 

Gauze strips seem to produce more marked 
changes in the serosa of the stomach than rubber 
drains. A gauze strip should not be loosened before 
the sixth day and a rubber drain should not be 
loosened before the fourth day. 
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Of the last 150 resections of the stomach per 
formed in Hochenegg’s clinic, drainage was used in 
35 and primary closure was done in 115. In the 
cases with drainage there were 9 deaths and in those 
with primary closure 29 deaths. The mortality was 
therefore about the same in both groups. Peri 
tonitis resulting from insufliciency of the suture line 
was responsible for 25 (86 per cent) of the 29 deaths 
following primary closure and for only 6 (66 - 
cent) of the 9 deaths following the use of a drai: 
Two of the 9 deaths in the cases with drainage {. “t 
lowed total resection of the stomach, the drainave 
in these cases being therefore rendered less relial)\e 
by the movements of the diaphragm. 

From these results the author concludes th. 
when the suture line has been protected by a rublvr 
drain or gauze strips, loosening of the sutures leas, 
not to peritonitis, but to a localized abscess. 

CoLmers (Z). 


Becker, F.: Cystic Tumors of the Intestine and !is 
Supporting Apparatus (Beitrag zur Kennt. s 
der cystischen Tumoren de Darmes und seines .\ \/- 
haengeapparates). Schweiz. med. Wcehunschr., 14 
ii, 979, 1006. 


After detailed pathologico-anatomical obser\:- 
tions and a discussion of the classification and 
nomenclature of cystic tumors of the intestine aii 
its supporting tissues, which admittedly are in many 
respects not yet entirely clear, the author report. a 
case observed by himself. The patient was a girl 
fifteen years of age who was born in a precipitate 
labor and had fallen to the ground from a height of 


about 50 cm. without sustaining any external 


injury. Two days before her admission to the hos- 
pital she was seized suddenly with colicky pains 
which at first occurred throughout the abdomen, 
but later became localized in the right hypogastrium 
and were associated with vomiting. On her admis- 
sion to the hospital, a diagnosis of appendicitis \ . 
made. Her temperature was 38.2 degrees C. anid 
her pulse 85. 

Operation revealed a very abundant clear exude 
with flocculi of fibrin. As a cystic mass was tell 
emerging from the lesser pelvis and the appen:ix 
was found negative, the abdomen was opened in 
the midline. The cystic mass was in such close 
relation to the sigmoid that the intestine was lijtcd 
up by it and lay upon the dome of the tumor. 
Enucleation of the cyst appearing to be impossiilc 
without injury to the intestine, the cyst was remo\ cd 
together with the affected portion of the sigmuid 
Primary union followed. The pathological diagn: 
was lymphangiomatous mesenteric cyst with sivns 
of inflammation. 

On the basis of the statistically collected case» v/ 
mesenteric cysts, Becker reports that such c¢y>-!s 
have been observed considerably more frequeii''y 
in recent years, evidently as the result of mure 
frequent operative interventions, but are still a rire 
finding. Because of the greater length of the mes) 
tery of the small intestine, the absolute number vi 
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cysts is greater in this portion of the mesentery, but 
to 1 meter of the mesocolon there are ten cysts, 
whereas to 1 meter of the mesentery of the small in- 
testine there are only seven cysts. The distribution 
js about the same in the different portions of the 
mesocolon. 

The symptoms are too varied to be of much aid 
alone in the diagnosis, and the clinical examination 
often discloses only the presence of a tumor without 
revealing its nature. Therefore the diagnosis can be 
only suspected in most of the cases. The prognosis 
in cases operated upon is by no means favorable, 
the mortality ranging from 22 to 31 per cent and in 
acute cases sometimes being as high as 52 per cent. 

With regard to the various methods of treatment 
the author says that puncture not only fails to give 
a permanent result, but is associated with the danger 
of injury of the intestine and peritonitis and, in 
cases of echinococcus disease, with metastasis. 
Marsupialization gives good end-results, but is 
associated with a protracted and not always un- 
complicated course and also with the danger of 
peritonitis. Enucleation is the cleanest and quickest 
procedure, but is applicable in only from 30 to 40 
per cent of the cases. In the others there remains 
only resection of the cyst, usually with the involved 
portion of the intestine, an operation which is 
contra-indicated when the general condition is 
poor. For inoperable cases, the treatment is puncture 
and radium irradiation. Deus (Z). 


Valkanyi, R.: Inflammatory Volvulus of the Small 
Intestine and the Ileocxcal Portion of the In- 
testine ([ntzuendlicher Volvulus des Duenndarmes 
und desileocoecalen Darmabschnittes). Orvosképsés, 
1920, XiX, 41. 

The different types of volvulus are discussed from 
the standpoint of morphology and etiology, and 
eleven cases are reported from the clinic of Adam. 

Case 1 was that of a woman thirty-nine years of 
age with volvulus of the small intestine resulting 
from inflammation of Meckel’s diverticulum. Re- 
covery followed detorsion. Four months later, 
strangulation of the mesentery of a twisted loop of 
the ileum was caused by an omental cord. Resection 
of the intestine was followed by recovery. 

Case 2 was that of a man forty-two years old with 
volvulus of the ascending colon from chronic ap- 
pendicitis. A common ileocolic mesentery was found. 
Appendectomy was followed by death. 

Case 3 was that of a man thirty-four years of age 
with volvulus of the ileum due to acute appendi- 
citis. In this case also, appendectomy was followed 
by death. 

In Case 4, that of a boy seventeen years of age, 
volvulus of the small intestine resulted from acute 
appendicitis. Leocolic resection was followed by 
recovery. 

Case 5 was that of a woman twenty-three years 
of age with volvulus of the cecum due to acute 
appendicitis. Appendectomy was followed by re- 
covery, 


In Case 6, that of a man fifty-five years old, vol- 
vulus of the cecum resulted from acute appendicitis. 
Appendectomy was followed by death. 

Case 7 was a case of volvulus of the ileum from 
chronic appendicitis. Appendectomy was followed 
by recovery. 

Case 8 was that of a man twenty years of age with 
volvulus of the entire small intestine due to post- 
operative adhesions following appendectomy. Re- 
covery resulted. 

In Case 9, that of a man forty-nine years of age, 
volvulus of the ileum resulted from adhesions fol- 
lowing a herniotomy. Intestinal resection was fol- 
lowed by recovery. 

Case 10 was that of a woman thirty-seven years 
of age who had a volvulus of the small intestine 
caused by adhesions following myomectomy. In- 
testinal resection resulted in recovery. 

In Case 11, that of a girl seventeen years of age, 
volvulus of the ileum resulted from acute peritonitis 
due to adnexitis. Intestinal resection was followed 
by death. ENpRE Makat (Z). 


Duboucher, H.: Biliary Ileus (A propos de Viléus 
biliaire). Bull. ct mém. Soc. nat. de chir., 1930, 
lvi, 205. 
The author reports briefly his experience with 
four cases of biliary obstruction of the intestine. 
In the first two cases, operation was done under 
general anwsthesia on the basis of a diagnosis of 
obstruction of the small intestine. A median ab- 
dominal incision was made and the calculus causing 
the obstruction was extracted through an enterot- 


omy from 12 to 15 cm. above it. Death supervened 
rapidly from collapse. 

In the third case, roentgenography showed a cal- 
culus and a diagnosis of biliary obstruction of the 


intestine was made. The enterotomy orifice was 
brought out to the intestinal wall and a drain placed 
in the superior loop for drainage. The patient showed 
improvement, but great difficulty was caused by 
the fistela in the small intestine, which showed no 
tendency to close up. The sutures separated, the 
surrounding skin became affected, the general con- 
dition rapidly became worse, and death ensued fif- 
teen days later, before it was possible to re-establish 
the continuity of the small intestine. 

The fourth case was that of a woman of seventy- 
two years. Except for emaciation, the general con- 
dition was good. The signs of obstruction of the 
small intestine had been present for twelve hours. 
The pain was at first rhythmic, but later assumed 
the type of the pain of the Koenig syndrome. Then 
the passage of stools and gas ceased, the abdomen 
became distended, and vomiting of intestinal matter 
and bile began. The general condition was as yet 
only slightly affected. The pulse was rapid. The 
abdomen was painfully distended in the region of 
the umbilicus. Only the small intestine was dis- 
tended. There was no abdominal dullness and no 
fever. An intravenous injection of 20 c.cm. of hyper- 
tonic saline solution was administered. In a few 
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minutes the vomiting ceased, the pulse became 
slower, the facies improved, and the general con- 
dition became favorable for intervention. Local 
anesthesia, preceded by scopolamine and morphine, 
was induced and a median incision made. At the 
lowest point of the dilatation a hard nodule the size 
of a nut was felt within the intestine. When this 
body was extracted through a transverse intestinal 
incision it was found to be a biliary calculus about 
20 cm. in circumference which was caught between 
two pieces of fecal matter. The intestine wassutured 
and the vicinity of the suture bathed with hyper- 
tonic saline solution. The abdominal wall was 
sutured in three layers without drainage. The pa- 
tient made a smooth recovery and was completely 
cured. 

In the discussion of this report, SAUVE said that 
in his use of a 20 per cent hypertonic saline solution 
intravenously he has never seen any untoward re- 
actions such as the hyperexcitability mentioned by 
Quénu. He has employed the solution in more 
than fifty cases and has seen two cases of generalized 
peritonitis in the terminal stage miraculously cured 
by it. In a case of ileus following operation for 
rupture of an infected dermoid cyst, the occlusion 
developed while he was away on a vacation and on 
his return he found the patient in a moribund con- 
dition. After the intravenous injection of hyper- 
tonic saline solution there was marked improvement 
and the patient eventually made a complete re- 
covery. However, Sauvé believes that this therapy 
is an emergency treatment and should be employed 
only in grave cases. 

HARTMANN reported three cases operated upon by 
him. The first was that of a woman forty-four years 
of age who had had a series of gall-stone attacks. 
In the last attack she developed symptoms of in- 
testinal obstruction and fever of 38 degrees C. While 
the advisability of operation was being decided, a 
calculus was removed from the rectum on examina- 
tion and the patient’s condition improved. The sec- 
ond case was that of a patient fifty years of age who 
had had symptoms of occlusion for five days and 
was in a very serious general condition. Under 
local anesthesia, a calculus was removed from the 
terminal portion of the ileum. Death resulted 
several hours after the operation. Hartmann be- 
lieves that this patient might have recovered under 
treatment with hypertonic saline solution, but at 
the time he was under observation the procedure 
was unknown. The third case was that of a man 
sixty-nine years old who was habitually constipated 
and who had been taking psylla seeds. He presented 
symptoms of intestinal occlusion with faecal vomit- 
ing. At operation, a biliary calculus was found in the 
small intestine 75 cm. from the cecum. The patient 
made a complete recovery. 

Picot reported that he had had occasion fre- 
quently to use intravenous hypertonic saline solu- 
tion and had never observed an accident such as 
that described by Quénu. On the contrary, he has 
been surprised by the remarkable results obtained 


in all cases of intestinal occlusion. Recently he had 
operated upon a woman sixty-three years of age for 
intestinal occlusion after unrecognized pelvic ap- 
pendicitis. In this case there was an associate:! 
anuria, not more than 200 c.cm. of urine having been 
passed in the previous twenty-four hours. A fistula 
was made in the small intestine and hypertonic 
saline solution given intravenously. With each in- 
jection the general condition improved, and the 
patient is now on the way to recovery. 

ALGLAVE reported two cases of biliary obstruction 
of the intestine. The first was that of a woman ./ 
seventy years with intestinal obstruction of less 
than twenty-four hours’ duration. A large bilia:y 
calculus had been arrested within 1 meter of the 
cecum. The patient made a satisfactory recovery. 
The second case was that of a woman forty-five 
years old who had had intestinal occlusion for thice 
days. The cause was a biliary calculus in the |) st 
portion of the ileum. Because of the poor condition 
of the intestinal wall, a fistula was made in the sm:\ll 
intestine. In spite of the best of care, this enlarged 
from day to day and infected the abdominal wal. 
Death resulted after two months. On the basis of 
his experience, Alglave thinks that a fistula shou!d 
be made in the small intestine only as a last resort 

Proust reported that he had given frequent in- 
jections of hypertonic saline solution not only {or 
uncomplicated intestinal occlusion, but also in 
peritonitis with secondary obstruction and had ob- 
tained excellent results. There were no complications 
from the treatment. 

Auvray agreed with Alglave as to the serious 
consequences resulting from fistula of the small in- 
testine. He stated that he had obtained good results 
from hypertonic saline solution and believes that 
Quénu’s mishap may have been due to some other 
cause. Jacos E. Kein, M.D. 


Hahn, O.: The Surgery of Duodenal Diverticula 
(Zur Chirurgie der Duodenaldivertikel). Beilr. 
klin. Chir., 1929, exlviii, 255. 

The author has found acceptable reports of 207 
cases of duodenal diverticula in the literature. In 31 
cases an operation was performed, in 53 the diver- 
ticula were demonstrated on roentgen examination, 
and in the rest they were demonstrated at autopsy. 
Hahn differentiates the following types of diverticu- 
la: (1) mucosal herniations of the shape of a glove 
finger protruding through an opening in the muscu! ::- 
ture, usually in the neighborhood of the ampu!!:; 
(2) ulcer diverticula (or ulcer recesses) of the super!or 
portion of the duodenum, designated by Hart 1s 
*‘pulsion diverticula”’; (3) diverticuloid pockets iro 
which the common duct opens; (4) the drawing out 
of the duodenal wall by adhesions to inflamed ad/a- 
cent organs (chiefly the gall bladder); and (5) fibrous 
sacs, usually containing a large gall stone, which 
have come into communication with the duode: 
lumen as the result of perforation. 

Diverticulum of the duodenum occurs most {'c- 
quently in the later years of life. Only 2 cases of 
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juvenile diverticula have been described. In 1 of 
these, the case of a sixteen-year-old child, death 
resulted from perforation of the diverticulous sac. 
While this is the only known fatality, duodenal di- 
verticulum is not to be considered a harmless condi- 
tion. The complications include acute inflammation 
of the diverticulum (such as was observed, for exam- 
ple, in a case operated upon by Huddy in 1923) which 
may lead to phlegmonous duodenitis or compression 
of the duodenum or the bile ducts, and chronic 
inflammatory changes. 

As the clinical symptoms are vague, the diagnosis 
of duodenal diverticulum is made with difficulty. 
Even when the roentgen findings are positive, the 
gas\ro-intestinal symptoms are not necessarily caused 
by the diverticulum, since of 2 cases reported by 
Clairmont and Schinz, operation revealed ulcer in 1 
and carcinoma in the other. Great care is necessary 
in placing the indications for the surgical treat- 
ment of mucosal diverticula as a number of duodenal 
diverticula (probably hidden in pancreatic tissue) 
are not found at operation. Kemper (Z). 


Newton, F. C., and Buckley, R. C.: Primary Adeno- 
carcinoma of the Jejunum, with a Report of 
Two Cases. New England J. Med., 1930, ccii, 255. 

According to statistics of European clinics and 
reports from 8 of the largest hospitals in the United 
States, only 23 primary adenocarcinomata of the 
jejunum have been found in 135,000 autopsies. 

The first of the 2 cases reported by the authors 
was that of a woman fifty-two years of age who was 
admitted to the medical service of the New Haven 
Hospital with the diagnosis of anemia and a three- 
year history of weakness, a moderate loss of weight, 
a slight icteric tint to the skin, and oedema and tin- 
gling sensations in the lower extremities. Except for 
anorexia, there had been no gastro-intestinal symp- 
toms. 

On physical examination the patient was found to 
be weak but fairly well nourished. The temperature 
was 99.4 degrees F., the pulse 120, and the respira- 
tion 120. The skin was slightly yellow. The heart 
was enlarged, and a rumbling systolic murmur was 
heard over the precordium. There was no abdominal 
distention. The lower limbs were oedematous. Urin- 
alysis was negative. The stools were negative for 
blood, and there was no clinical evidence of high in- 
testinal obstruction. The hemoglobin was 15 per 
cent (Sahli), and the red cell count about 1,000,000 
per cubic millimeter. 

A blood transfusion was given, but death occurred 
two days after the patient entered the hospital. 

Autopsy revealed an unexpected annular tumor 
6 cm. in length which constricted the jejunum about 
20 cm. from its beginning but did not totally ob- 
struct it. The tumor had grown through the wall of 
the jejunum at its mesenteric attachment and had 
invaded the mesentery and adjacent lymph nodes. 
No metastases were found elsewhere in the body. 
On microscopic examination the neoplasm was found 
to be an adenocarcinoma. 
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The second case was that of a woman thirty-nine 
years of age who was referred to the surgical service 
of the Peter Bent Brigham Hospital, Boston, with 
a history of illness beginning four months previously 
with a severe attack of epigastric pain which began 
one-half hour after eating and was followed by 
nausea and vomiting. No blood was apparent in the 
vomitus or stools. The patient noted peristaltic 
waves passing across the upper abdomen after she 
had taken food, and the nausea and vomiting fol- 
lowed soon thereafter. 

Physical examination was essentially negative, 
but gastro-intestinal studies disclosed obstruction 
in the upper part of the jejunum. Twenty-four 
hours later there was almost complete retention 
above the constricted portion of the bowel and re- 
verse peristaltic waves forced the barium back into 
the stomach. 

At exploratory laparotomy the stomach and duo- 
denum were found to be dilated and to have thick 
walls. Eighteen inches below the ligament of Treitz 
an annular constriction of the jejunum was felt. 
The growth was resected together with the adjacent 
mesentery, and a side-to-side anastomosis was made. 
There was no evidence of involvement of adjacent 
lymph glands. 

The patient made an uneventful recovery and was 
free from symptoms for four months. At the end of 
that time a persistent dull ache in the lower abdo- 
men and urinary frequency developed, and a hard 
mass appeared in the lower part of the abdomen. A 
second exploratory operation revealed a large retro- 
peritoneal mass partially filling the pelvis. The 
greater part of this metastatic mass was removed 
and the patient discharged in good condition. Fol- 
lowing deep X-ray therapy, she gained weight and 
no evidence of the growth could be found on pelvic 
or vaginal examination. After five months the pain 
and the tumor in the pelvis recurred. A third opera- 
tion revealed partial obstruction of the colon to- 
gether with acute appendicitis. Sigmoidostomy was 
done, with relief of the symptoms of obstruction for 
another short period. 

Examination of the gross specimen showed that 
the tumor completely encircled the jejunum, leav- 
ing a lumen which admitted a probe with a diameter 
of about r mm. On microscopic examination, the 
neoplasm was found to be an ulcerating adeno- 
carcinoma. 

The common site of primary jejunal adenocar- 
cinoma is in the upper portion of the jejunum. The 
neoplasm appears as a single, annular, constricting 
mass or as a metamorphosis of one or more polypi 
in the jejunum. The former type is the more com- 
mon. The tumor usually invades all of the coats of 
the intestine and undermines the adjacent normal 
tissues. Constriction and ulceration eventually lead 
to occlusion of the lumen of the bowel. There are 
no reported cases of gross haemorrhage into the 
lumen of the bowel. The usual symptoms of high 
intestinal obstruction occur late in the life history of 
the tumor. As a rule, complaint is made of pains in 
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the upper part of the epigastrium referred to the re- 
gion of the umbilicus. Secondary anemia may be a 
prominent clinical finding. 

The treatment consists of resection of the in- 
volved segment of bowel and the adjacent lymph 
nodes and mesentery. Joun W. Nuzum, M.D. 


Brodersen, N. H.: Cecocolic Invagination as a 
Complication After Appendectomy. Acta chir- 
urg. Scand., 1930, Ixvi, 101. 


The case reported was that of a man twenty- 
eight years of age. The appendectomy was per- 
formed during a quiescent interval between re- 
curring attacks of appendicitis. A hyperemic, 
swollen appendix 12 cm. long was removed and 
the stump invaginated. Five days after the opera- 
tion the patient developed diffuse abdominal pain, 
especially in the right lower quadrant, rigidity, 
distention, and vomiting. Enemas returned small 
amounts of faces, flatus, and necrotic tissue. 

A second laparotomy revealed an invagination 
of the ileum extending well into the transverse 
colon. The ascending colon and cecum were very 
inflamed, distended, and edematous. As reduction 
was impossible, 7 cm. of the ileum, the cecum, the 
ascending colon, and a portion of the transverse 
colon were removed and a side-to-side anastomosis 
of the ileum and transverse colon was done. Con- 
valescence was uneventful. 

On gross examination of the specimen the site 
of the appendix invagination was found to be 
gangrenous. The stump with its silk ligature had 
sloughed away. 

The author concludes that the site of onset of 


the trouble was the invaginated stump. He be- 
lieves that he may have taken too deep a suture in 
burying the stump, his needle catching more than 
peritoneum, and that as a consequence the stump 
became polypous and was seized and carried up- 


ward by peristalsis. Cuartes F. DuBors, M.D. 

Reischauer, F.: Appendicitis and the Vegetative 
Nervous System. Is Ricker Right? (Appendicitis 
und vegetatives Nervensystem. Hat Ricker Recht?). 
Beitr. z. klin. Chir., 1929, cxlviii, 283. 

The author supports, by very extensive clinical 
observations, the theory of Ricker as to the neuro- 
genic origin of appendicitis. Ricker recently ad- 
vanced the view that the initial cause of appendicitis 
is a disturbance of circulation of nervous origin, the 
tissue changes resulting from this disturbance sec- 
ondarily favoring the pathogenic action of bacteria 
present in the lumen of the appendix. 

On the basis of case histories, the author analyzes 
the prodromal symptoms of the appendicitis attack 
and comes to the conclusion that they may be inter- 
preted in accordance with the neurogenic theory. He 
believes that the diffuse pain in the gastric and 
intestinal regions and the vomiting which occur in 
the beginning of the appendicitis attack are not the 
result of beginning peritoneal irritation, as is gener- 
ally assumed, but are manifestations of a neurovege- 
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tative gastric crisis originating in the ceeliac ganglion 
by which the catastrophal circulatory disturbance in 
the appendix is produced. The localization of the 
pain in the right hypogastrium occurs much later, at 
a time when the abdominal pain and initial vomiting 
have ceased. The explanation of the localization of 
this secondary phenomenon of the crisis in the ap- 
pendix is to be found in the peculiar character of the 
appendix as the blind-organ of the gastro-intest inal 
tract and in the richness of its walls in lymphoid 
tissue. 

Among other clinical phenomena interpretec in 
accordance with the theory of the neurogenic ori 
of appendicitis are the resemblance of the ini'ial 
symptoms of appendicitis to those of acute gas ro- 
intestinal dilatation which is likewise regarded as ‘he 
result of a nervous irritation arising from the ca:iac 
ganglion, and the frequent co-existence of appenii- 
citis and gastric ulcer. According to the theory of 
von Bergmann, the latter condition also begins 1s a 
neurogenic disturbance of the circulation. In the 
case of the stomach, the damaged tissue is destroyed 
by the peptic action of the gastric contents, whereas 
in the case of the appendix, it is destroyed by the 
infectious intestinal flora. 

Further proofs of the neurogenic origin of appe:i(i- 
citis, in the author’s opinion, are the greater {re- 
quency of the condition, as also of gastric ulcer, in 
youth than in later life and in civilized races than in 
uncivilized races. In almost all cases of chronic ap- 
pendicitis a positive Chvostek sign was found. |! he 
author interprets the frequency of this sign in appen- 
dicitis as an indication of abnormal tendencies oi the 
vegetative nervous system constituting the basis of 
the attack. COKKALIs 


Delore, X.: Surgical Treatment of Sigmoiditis 
and Its Results (A propos du traitement chirur- 
gical des sigmoidites et de ses résultats). Rev. de 
chir., Par., 1929, xlviii, 597. 

The author reports seven cases of sigmoiditis 
which he divides into three groups: (1) gangrenous 
sigmoiditis, (2) sigmoiditis with perisigmoid abscess, 
and (3) chronic sigmoiditis without abscess. | he 
results show that a uniform treatment cannot be 
applied to all cases. In one case a cure was efie ted 
by simple colostomy, but in another it required 
resection with colostomy, and in a third, castration 
and cecostomy. Two patients developed a re ur- 
rence in spite of salpingectomy and colostomy «nd 
required a secondary resection; both were suffering 
from diverticulitis. One patient was cured by dr: in- 
age and colostomy, and another developed a re: ur- 
rence after an abscess had been opened and a ¢0)\)s- 
tomy had been done. In spite of the great diver ‘ty 
in the treatments, the author concludes as follo\.s: 

In the acute gangrenous forms the treatiivnt 
should usually be limited to drainage with the for \a- 
tion of an artificial anus of the cecum or co’; 
resection will rarely be practicable. In sigmoi: ‘tis 
with abscess, the abscess should be merely inc ed 
and drained at first. However, simple incision 
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proves insufficient, particularly if there is a diverti- 
culitis, and secondary resection becomes necessary. 
An artificial anus should always be formed before- 
hand. Chronic sigmoiditis may be cured by medical 
treatment. Recovery can be hastened by colostomy. 
When diverticulitis is present, resection is the pro- 
cedure of choice and should be preceded or accom- 
panied by colostomy. If the sigmoiditis is associated 
with salpingitis, the salpingitis should be treated 
first. If the sigmoiditis is uncomplicated, it may be 
cured by medical treatment, but if it is accompanied 
by diverticulitis, immediate or secondary resection of 
the affected part of the sigmoid with the establish- 
ment of an artificial anus is generally necessary. 
AuprReEY G. Morcan, M.D. 


Demel, R., and Adamek, G.: A Critical Considera- 
tion of the Treatment of Rectal Prolapse (Zur 
kritischen Beleuchtung der Behandlung des Mast- 
darmvorfalles). Deutsche Zischr. f. Chir., 1929, ccxx 


The experience of the von Eiselsberg clinic and the 
reports in the literature indicate that anal prolapse 
in children can usually be cured by conservative 
measures (reposition and adhesive plaster strapping). 
In rectal prolapse in children, Thiersch’s ring of sil- 
ver wire has proved of value. For anal prolapse in 
adults, the authors recommend excision of the pro- 
lapsed anal mucosa (Langenbeck). In rectal pro- 
lapse in adults, methods of fixing the rectum to the 
yielding neighboring structures are usually unsuc- 
cessful. The operative formation of a pelvic floor 
capable of affording adequate support can give last- 
ing results only if the pelvic floor was previously 
weakened by trauma. Axis rotation of the gut 
(Gersuny) is not without danger. Paraffin injections 
have been abandoned almost everywhere. Resection 
methods are not satisfactory as they combat only the 
result and not the cause of the condition. In irreduc- 
ible, incarcerated, or ulcerated prolapse, amputation 
of the prolapse is indicated. For large rectal prolapses, 
combined operative methods are preferable. 

Finally, the authors describe a new method of 
operative treatment and report four cases in which it 
was used. The procedure is carried out in two stages. 
In the first stage the patient is placed in the Trendel- 
enburg position and through a median abdominal 
incision a new diaphragm is made beneath the linea 
innominata by sewing together the parietal pelvic 
peritoneum of the right and left sides. Hoffman’s 
pelvic floor plastic operation is then performed by 
the sacral route. In the second stage, three or 
four weeks later, the prolapsed rectum is amputated 
by the Mikulicz method. WERNER Bock (Z). 


Mandl, F.: One Thousand Sacral Extirpations of 
the Rectum for Carcinoma (Ueber 1,000 sacrale 
Mastdarmkrebsextirpationen aus dem Hochenegg- 
schen Material). Deutsche Ztschr. f. Chir., 1929, 
ccxix, 3. 


Mandl discusses the questions concerned in the 
technique of operations on the rectum for carcinoma. 
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In 984 cases in which a sacral operation was per- 
formed there were 115 deaths, a mortality of 11.6 
per cent. Pulmonary complications accounted for 
from ro to 15 per cent of the deaths, and wound in- 
fection and peritonitis for 45 per cent. The peri- 
tonitis usually had its origin in the pouch of Douglas. 
The occurrence of wound infection depends rather 
on the virulence of the organisms than on the time 
at which the wound becomes contaminated with 
feces. In the prevention of wound infection a pre- 
liminary colostomy is of aid. Gangrene occurs most 
frequently when the pulling-through process is 
carried out forcibly. This procedure is used in only 
24 per cent of cases in which resection is done. ‘The 
bowel should never be pulled down tightly enough to 
obliterate the folds in the serosa (Hochenegg). Fre- 
quently, prolapse of the small intestine occurs 
through gaps between the sutures in the pouch of 
Douglas. To relieve the load on the pouch of Doug- 
las the patient should be placed in the Trendelen- 
burg position after the operation. Spinal anesthesia 
should be used more frequently than in the past. 

Of 700 sacral operations, 30 per cent gave success- 
ful results lasting for more than five years. ‘Two 
patients who were operated upon at the ages of 
twenty-nine and twenty-eight years are now well at 
the ages of forty-four and forty-eight years. Eight 
late recurrences after nine, ten, and fifteen years are 
recorded. When no recurrences develop during the 
first few years after the operation, the incidence of 
permanent cure is increased to 85 per cent. 

The significance of polyps as emphasized by 
Schmieden is confirmed. Preservation of the 
sphincter does not influence the final result. The 
radicalness of the operation depends on the removal 
of not only a long segment of intestine, but also of 
the greatest possible amount of tissue around the 
tumor. The technique is described. The author dis- 
approves of the combined operation as he believes 
it is too dangerous. For relief of the pain associated 
with recurrence, he recommends epidural or para- 
vertebrakinjections. A.W. Fiscuer (Z). 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Bassin, A. L., and Whitaker, L. R.: Pharmaco- 
dynamic Effects upon the Gall Bladder. Vew 
England J. Med., 1930, ccii, 311. 

The effect of drugs upon the emptying of the gall 
bladders of cats was determined by cholecystog- 
raphy after the animals had recovered from an op- 
eration in which iodized oil was injected into the gall 
bladder. Olive-oil emulsion and egg yolk given 
intravenously produced more marked expulsion of 
the contents of the gall bladder than any other sub- 
stances. The most constant and effective means of 
emptying the gall bladder was the administration of 
fats in emulsion, either by mouth or intravenously. 
The authors were able to empty the vesicle even in 
animals anesthetized with barbital or under light 
ether anesthesia. Cholecystokin produced rapid and 
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vigorous momentary expulsion of the gall-bladder 
contents. Calomel and magnesium sulphate admin- 
istered by stomach tube had no effect, and magne- 
sium sulphate given intramuscularly produced only 
slight activity. Ergotamine caused slight emptying 
of the gall bladder in some experiments, but physo- 
stigmine not only failed to produce emptying, but 
stopped the process after it had started. Atropin 
ordinarily inhibited emptying. but in one case the 
gall bladder emptied in spite of it. 
Samvet J. Focrersox, M.D. 


Finsterer, H.: The Importance of External Cho- 
ledochoduodenostomy in the Treatment of 
Gall-Stone Disease (Dic Bedeutung der Choledo- 
choduodenostomia externa fuer die Behandlung des 
Gallensteinleidens). Arch. f. klin, Chir., 1929, ¢lvi, 

The author begins his article with a review of the 
various causes Which may produce symptoms after 
operations for gall stones and render the prognosis of 
. surgical treatment less favorable. One important 
essential for rapid and certain recovery in all affec- 
tions of the gall bladder and common duct is the 
continuous and unobstructed tlow of bile. Obstruc- 
tion not only favors infection of the deeper bile 
tracts, but may lead to secondary stone formation in 
the gall bladder and the common and hepatic ducts 
with all of its sequela. External drainage of bile by 
hepatic duct drainage cannot be continued long as it 
is poorly tolerated. The author advises against 
mechanical dilatation of the papilla because of a 
certain immediate danger, but especially because of 
the secondary stenosis. He disapproves of the intro- 
duction of a rubber drain into the dilated papilla 
because of the danger of pancreatitis and the possi- 
bility of incrustation of the drainage tube which may 
favor the recurrence of stones. Internal splitting of 
the papilla may lead to cicatricial stenosis. 

As compared with the methods mentioned, the 
formation of a new communication between the com- 
mon duct and the duodenum offers certain advan- 
tages. Such an anastomosis may be made with 
either the retroduodenal or the supraduodenal por- 
tion of the common duct. The retroduodenal seg- 
ment may be opened by the transduodenal route 
and the anastomosis made by suturing the mucosa of 
the duodenum to that of the common duct, as in 
the internal choledochoduodenostomy described by 
Kocher. However, this procedure has been replaced 
by the external choledochoduodenostomy recom- 
mended by Sasse, which may be done also in cholan- 
geitis and inflammatory stenosis without complete 
obstruction of the papilla such as occurs in carci- 
noma. 

The indications for external choledochoduodenos- 
iomy are: (1) the presence of numerous stones in the 
common and hepatic ducts; (2) cholangeitis; and (3) 
high grade dilatation of the common and hepatic 
ducts from biliary stasis caused by relative stenosis 
of the papilla due to cicatrization or chronic pan- 
creatitis. 
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The author has done the operation forty-tive 
times. Seven of the patients were under forty years 
of age, twelve over sixty years, and four over seveni\ 
years. In many of the cases the condition was 
extremely severe and of long duration. The resulis 
obtained were considered good. The total mortalii 
was 4.8 per cent. There were no failures. For t}e 
prevention of fatalities very careful drainage of the 
abdominal cavity is essential. Boner (Z). 


Ginzburg, L., and Benjamin, E. W.: Lipiodo! 
Studies of Postoperative Biliary Fistula. ||); 
Surg., 1930, 233. 

The injection of lipiodol constitutes a safe an! 
simple method for the study of postoperative biliar, 
fistulae in the absence of active infection involving 
the duct system. The injections are best) mace 
under fluoroscopic control. 

Biliary fistule which show no evidence of obstru. 
tion in the extrahepatic duct system close spor 
taneously. In the absence of obstruction distal ‘0 
the internal opening of the fistulous tract, the lipic- 
dol appears almost immediately in the duodenum 
and there is no reversal of flow into the intrahepatic 
biliary radicle. The presence of obstruction will pre 
vent the lipiodol from entering the duodenum i: 
mediately and if suflicient lipiodol is used will result 
in a reversal of its flow. 

When the stools contain bile, lipiodol may demu 
strate the presence of incomplete obstruction. Such 
fistule may close spontaneously, but the encroach- 
ment upon the lumen will probably give rise to sym))- 
toms in the future. 

The nature of the obstruction must be determincc 
by inference. Obstruction in the hepatic or supra 
duodenal portion of the common duct is likely to 
be due to stricture whereas obstruction near the 
papilla is more likely to be due to stone. The pres 
ence of a stone will not necessarily cause a filling 
defect in the lipiodol shadow. 

Routine examination of biliary fistula lasting 
longer than two or three weeks may result in earlicr 
diagnosis of strictures of the ducts. 

In the greatly dilated common duct frequent!) 
found a few years after cholecystectomy there may 
be a marked delay in the passage of the lipiodol in! 
the duodenum without the presence of obstruction. 

In cases of complete biliary fistulz, lipiodol studics 
may help to indicate the most feasible reconstruct! 
procedure. SAMUEL Kaun, M.D. 


O'Leary, J. L.: An Experimental Study of the Isivt 


Cells of the Pancreas in vivo. Anat. Reeor!, 


1930, xlv, 27. 

The author reports studies of the secretory proccss 
in the islet cells of the pancreas which he carried «i\( 
to obtain information regarding the appearance «!\ 
disappearance of specific granules and other micrv- 
scopically demonstrable elements of the normal !)\ 
ing cells, the reaction to vital dyes, and the behay 
of the cells during the compensation necessary i!) 
altered carbohydrate metabolism in response ‘| 
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agents calculated to accelerate secretion. His ex- 
perimental animals were white mice. His observa- 
tions support Bensley's original description of a 
canalicular apparatus in fresh isolated cells of the 
guinea pig. 

Vhe canalicular system of the islet cells did not 
segregate the dye neutral red when it was applied 
intravitally by appropriate methods. Janus Green B 
successfully stained the mitochondria of living islet 
and acinar cells. In response to the introduction of 
dextrose, large vacuoles were observed to form in 
the region of the islet cell lodging the canalicular 
apparatus and to migrate to the periphery of the 
cells next to the capillary where they were dimin- 
ished in volume, presumably by diffusion of their 
contents through the cell membrane. This phenome- 
non was never observed during the control observa- 
tion. and is thought to constitute the mechanism of 
insulin secretion. Specific granules or other cyto- 
plasmic inclusions were not removed from islet cells 
following the introduction of dextrose Pilocarpine 
was unsuccessfully used to influence the formation 
of secretory vacuoles in these cells. 

Jacon M. Mora, M.D. 


Krekeler, A.: Hemorrhagic Cysts of the Spleen 
(Ueber Blutungseysten der Milz). Arch. f. path. 
Anat., 1929, Celxxiv, 00. 


True large splenic cysts develop from the small 
Fowler infoliation, dilatation, and neoplastic cysts. 
False large cysts are described as haemorrhagic and 
degenerative cysts, although the latter form. still 
lacks proof, 

With a description of two of his own cases of be- 
ginning cystic degeneration of hemorrhagic areas 
and of typical hemorrhagic cysts of the spleen, the 
author reviews thirty-three cases of false hamor- 
thagic cysts reported in the literature. Six of the 
latter were similar to his own as regards the history 
and the clinical and microscopic findings. In eight 
other cases no history of violence was given. but 
there was another causative factor such as malaria, 
birth trauma, atherosclerosis, or myocardial de- 
generation. Fifteen cases presented a history of 
violence and also other factors which did not exclude 
secondary hemorrhage. In four cases, the presence 
of a hemorrhagic cyst was probable, but could not 
be definitely proved. Twenty of the thirty-three 
patients were females. The ages ranged from eight 
to forty-seven vears. 

The essential characteristic is the cyst wall which 
consists of a collagenous connective tissue capsule 
poor in elastic fibers and free from epithelial cells. 
Outside of it is a trabecular layer of splenic tissue 
(heaped-up splenic tissue layers and copious blood 
pigment). From the trabecular layer there are 
processes projecting into the cyst capsule which 
push the latter in front of them so that, on the 
inside, there are ridges and projections. The nature 
of the lining of the cyst is not decisive between true 
and false cysts. No endothelial layer was demon- 
strated in the reported cases and in true cysts the 
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disappearance of such a layer may be caused by 
increased internal pressure. The lumen contains 
from o.1 to 10 liters of fluid composed of the products 
of the various stages of degeneration. 

J. VOLRMANN (2). 


MISCELLANEOUS 


Loehr, W.: The Importance of Anaérobic Bacilli as 
Agents of Infection of the Abdominal Organs, 
Particularly in the Abdominal Cavity of the 
Adult (Die Bedeutung der anaeroben Bacillen als 
Infektionserreger in den Bauchorganen, insbeson- 
dere In der Bauchhoehle beim erwachsenen Men- 
schen). Ergebn.d. Ivg., 1920, X, 488. 

Incident to operation, the author examined a 
series of stomachs affected with ulcer, gastritis, and 
carcinoma and over 1oo phlegmonous and gangren- 
ous appendices for the presence of anaérobes. He 
states that, in the stomach, the Fraenkel gas bacillus 
does not come into consideration as a pathogenic 
agent, particularly not as the causative agent of gas 
phlegmon. Moreover, other anaérobes, such as 
Novy's. bacillus of malignant oedema, bacillus 
chauvei, and the tetanus bacillus were not found in 
the stomach in his studies. 

Experiments on animals showed that, even in large 
doses, the intraperitoneal introduction of toxin-free 
spores of the recognized highly pathogenic micro- 
organisms causing gas a@dema and the pure toxin 
formers did not produce infection from within the 
peritoneal cavity. Although the highly virulent 
toxin of bacillus botulinus is able to pass through the 
wall of the gastro-intestinal tract without being de- 
stroved, the experiments showed that the bacillus 
botulinus cannot grow or form its toxin in the 
stomach and that large quantities of the spores in the 
free abdominal cavity are unable to mature. Toxin- 
free spores of tetanus bacilli are also destroyed in the 
free abdominal cavity in spite of their indestructible 
toxicity. 

In late*peritonitis following the perforation of a 
gastric ulcer the antiperistaltic ascent of colon flora 
brings many anaérobes into the stomach, but the 
rich blood supply of the stomach and peritoneum 
protects these organs from infection by the spores of 
all anaérobic bacteria causing gas edema and from 
gaseous decomposition. 

Although anaérobes are entirely absent in the 
stomach, they are often to be found in large numbers 
in the intestinal canal, especially the Fraenkel gas 
bacillus. In the uppermost portion of the small bowel, 
however, they may be as infrequent as in the stom- 
ach. In perforations of the lower portions of the 
small bowel and of any part of the colon, gas-bacillus 
infection of the peritoneum must always be con- 
sidered. Tetanus bacilli have been found in the 
colon, but a true tetanus of the gastro-intestinal 
tract has never been observed. The intestinal juices 
are to be regarded the essential detoxicating agents 
against the tetanus toxin. In 2 cases of secretory and 
functional disturbances associated with peritonitis 
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and in 2 cases of ileus many Welch-Fraenkel bacilli 
were found in the gastric contents. In an early case 
of ileus they could not be demonstrated. In a case of 
strangulation ileus of several days’ duration (with- 
out perforation or clinical signs of peritonitis), 
Welch-Fraenkel gas bacilli, bacillus putrificus ver- 
rucosus, and enterococci were found in the serous 
content of the abdominal cavity. 

Bacteriological demonstration of gas infection of 
the liver has never been made although Welch- 
Fraenkel bacilli have been found repeatedly in the 
gall bladder in cholecystitis. 

Bacteriological examinations of the flora of the 
normal or diseased appendix are incomplete unless 
anaérobic bacteria are considered. Anaérobes, in- 
cluding the Fraenkel gas bacillus, the Novy bacillus 
of malignant oedema, and the bacillus chauvezi, may 
be demonstrated in the normal as well as the patho- 
logical appendix. Of the abdominal forms of gas 
gangrene only that of the uterus may be compared 
with gas gangrene of the extremities. It gives rise 
by the lymphatic route to a gas-gangrene peritonitis 
without a simultaneous physometra. 

The effect of pure cultures of selected pathogenic 
anaérobic strains was studied experimentally on the 
peritoneum of guinea pigs. It was always possible 
to produce typical gas oedema by subcutaneous or 
intramuscular injection, but the fatal peritoneal in- 
fection obtained with the same culture always pur- 
sued its course without gas formation and with a 
more or less marked hemorrhagic exudation in the 
abdominal cavity and gastro-intestinal atony. It 
was found also that a larger dose was survived when 
the culture was given intraperitoneally than when it 
was given subcutaneously or intramuscularly. When 
a sufliciently large quantity of the toxin reaches the 
peritoneal cavity the first stage of intoxication of the 
abdominal organs is manifested by a vascular dilata- 
tion and permeability with resulting marked exuda- 
tion. Experiments on animals carried out with the 
Novy bacillus of malignant oedema and the bacillus 
chauvei gave results identical with those obtained 
with the Welch-Fraenkel bacillus. The toxin of cul- 
tures of tetanus bacillus killed the animals when it 
was injected intraperitoneally as well as when it was 
injected intramuscularly, but if the toxin was pre- 
viously washed out, the bacilli had no dangerous 
effect. The same results were obtained with bacillus 
botulinus. 

Also in experiments with mixed cultures (Fraenkel 
bacilli with bacillus amylobacter or bacillus putri- 
ficus verrucosus) intraperitoneal injections were 
better withstood. An increase in the toxic action of 
mixed infections with the bacilli mentioned could not 
be demonstrated in the experiments, but the addi- 
tion of bacillus tenuis increased the toxicity enor- 
mously. Similarly, the course was extraordinarily 
severe after infection with a mixture of bacillus 
chauvei and bacillus tenuis. The bacillus putrificus 
tenuis alone was always found non-pathogenic in the 
experiments on animals. On infection of the abdomi- 
nal cavity with bacillus tetani there were no patho- 
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logical findings in the peritoneal cavity—ncither 
exudate nor gastro-intestinal distention. The ani- 
mals all died of central paralysis. 

In all cases the toxic action of the anaérobes was 
more severe and more rapid than that of the aérohes, 
There is no gas oedema of the intestinal tract and no 
diffuse anaérobic peritonitis with gas formation. 
In the abdominal cavity as elsewhere the micro- 
organisms responsible for gas oedema first attack the 
peripheral vascular apparatus. The exudation in the 
abdominal cavity precedes the intestinal paral) sis, 
The toxin which leads to exudation in the abdominal 
cavity renders the gastro-intestinal tract and the 
viscera yielding and friable, but does not cause t!em 
to undergo necrosis such as occurs in gas gangrene of 
the muscles. The effect of the infection is an cnor- 
mous loss of fluid with weakening and intoxicativn of 
the organism as a whole and anemia of the central 
vital centers due to emptying of the vessels. Be-~icles 
radical removal of the focus of infection the use of a 
specific curative serum seems most urgent. 

BERGEMANN 


Patey, D. H.: The Effect of Abdominal Operations 
on the Mechanism of Respiration: with Special 
Reference to Pulmonary Embolism and Massive 
Collapse of the Lungs. Brit. J. Surg., 1930, \vii, 
487. 

Pulmonary embolism and thrombosis, as we!! as 
inflammatory processes and collapse of the ‘ung, 
more frequently follow abdominal operations ‘han 
operations on other parts of the body. Of 54.25; 
operations performed in 31 of the largest Lon:lon 
hospitals during 1926, 50 were followed by fatal pul- 
monary embolism, and of the latter, 43 were l:pa- 
rotomies. Of 23 cases of postoperative pulmonary 
embolism which occurred in the period from 192; to 
1926 in the Middlesex Hospital, 20 followed an «b- 
dominal operation. 

After a laparotomy, the patient usually experi- 
ences pain in the region of the wound upon dee): in- 
spiration or expiration. The author found that {ol- 
lowing an abdominal section the vital capacity was 
invariably decreased, whereas following operition 
for a non-abdominal condition it was not changed. 
In 16 cases in which he investigated the tidal air «ter 
an abdominal operation, he found it decreased i): 10 
cases and increased in 4. In 2, there was practi: illy 
no alteration. Of a control group of 7 cases of »on- 
abdominal conditions, the tidal air was incresscd 
after operation in 6 cases and decreased in 1 case. 

In order to determine the effect of abdomin«! op- 
erations on the movements of the diaphragm, rocnt- 
genograms were made with a portable appar.tus. 
A roentgenogram was made during inspiration ond 
during expiration before operation and again ‘wo 
days after operation. In 7 cases so examine:! the 
respiratory excursions of the diaphragm were (1) in- 
ished. Of 4 control cases, in which a radical opera- 
tion for carcinoma of the breast had been perfor ved. 
the diaphragmatic excursion was not altered in 3 1nd 
was only slightly limited in 1. It was found ‘hat 
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attempts at deep breathing and carbon-dioxide in- 
halation produced relatively little change in the 
post-operative excursion of the diaphragm. 

The percentage of carbon dioxide in the alveolar 
air was found to be less after operation than before 
operation. The author attributes the decrease to the 
fact that after operation expiration is less complete 
and the carbon dioxide exhaled is diluted by the air 
within the trachea and larynx. The diminution in 
expiration is due to the abdominal incision which 
causes pain when the abdominal muscles contract. 

The variations in intra-abdominal respiratory 
pressure were determined by introducing a balloon 
into the rectum and connecting it by means of tubes 
to a tambour writing on a drum. Before operation, 
it was found that in patients breathing quietly there 
was a rise in the intra-abdominal pressure during in- 
spiration and a fall during expiration. In patients 
breathing deeply, the curve was similar except that 
at the end of expiration there was a slight and tem- 
porary rise in the pressure. After operation, the 
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curve became less regular; the undulations of quiet 
respiration were diminished, the amplification on 
deep breathing was much less than before operation, 
and any secondary curve of late expiration which 
may have been present before operation disappeared 
or was greatly diminished. 

The normal respiratory variations of intra-ab- 
dominal pressure possibly play some role in aiding 
the return of blood from the inferior vena cava and 
may be simulated by abdominal massage in which 
pressure is applied to the abdomen during inspira- 
tion, when the intrathoracic pressure is lowered. As 
a result of his experimental work, the author believes 
that the slowing of the blood stream after operation, 
especially within the abdomen, and the limitation of 
movement at the bases of the lungs are responsible 
for postoperative complications. He therefore em- 
phasizes the importance of combating abdominal 
distension after operation because of its effect on the 
diaphragm, and advocates splinting of the injured 
abdominal musculature. ALTON OcusNerR, M.D. 
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GYNECOLOGY 


UTERUS 
Vinzent, R., and Monod, O.: A Study of the Bac- 
terial Flora in Epithelioma of the Cervix. Its 
Importance in Irradiation Therapy (Etude de la 
flore microbienne des épithéliomas du col utérin. 
Son importance pour la radiothérapie). Gynéc. et 
obst., 1929, XX, 709. 


From the Radium Institute of Paris the authors 
report studies made during 1926 and 1927 of the 
bacterial flora in 116 cases of cancer of the uterus in 
which an elevation of the temperature beyond 38 
degrees C. occurred during irradiation treatment. 
Uterovaginal secretion collected with a pipette was 
examined in the fresh state for spirilla and spiro- 
chete, gram staining was done, and cultures were 
made for aérobes and anaérobes. Following sig- 
nificant elevations of the temperature blood cul- 
tures were made in addition. 

The bacteria before treatment were abundant. The 
micro-organisms found most often were hemolytic 
streptococci, Friedlaender’s bacillus, diphtheroid 
bacilli, and staphylococci. In putrid infections there 
were many vibriones and fusiform bacilli. 

In general, the infection increased during treat- 
ment. New organisms appeared or those already 
present, particularly the hemolytic streptococci, 
became more virulent. Of 28 cases with infectious 
complications, among which there were 7 periuterine 
abscesses, the streptococcus hemolyticus was found 
in 15. Blood cultures were always negative. 

An attempt was made to immunize against strep- 
tococci by autovaccination before treatment, but this 
was abandoned when 5 of the 13 patients vaccinated 
showed increasing elevations of temperature during 
irradiation. One of the 5 developed a periuterine 
abscess and another died of peritonitis. 

Besredka’s anti-streptococcus vaccine was used 
in 5 cases, but in 3 of them the temperature con- 
tinued to rise. 

The authors conclude that infections occurring 
during the irradiation treatment of carcinoma of the 
uterus are not caused by any single bacterium. As 
the streptococcus is the micro-organism most fre- 
quently found, they believe that, in spite of their 
failure, attempts to immunize against it should be 
continued. C. D. HAAGENSEN, M.D. 


Fuerst, W.: Studies of the Dosage of Hard Roentgen 
Rays with a Long Focus-Skin Distance in the 
Treatment of Carcinoma of the Cervix (Unter- 
suchungen ueber die Dosierung harter Roentgen- 
strahlung aus Fernfeldern bei der Behandlung des 
Collumcarcinoms). Strahlentherapie, 1929, Xxxxiii, 
601; XXXiv, 340, 


Fuerst describes the postoperative roentgen treat- 
ment of carcinoma of the uterus at the Walthard 


Clinic. In taking over the clinic at Zurich, Walthard 
assumed as his chief task the introduction of his own 
methods of treatment which are based on his ex- 
perience at Frankfurt and on the results reported 
by Bumm of Berlin, Schweitzer of Leipzig. ind 
Franz of Berlin. 

In a group of 66 cases treated by Franz on|) by 
operation, the incidence of permanent cure vas 
56.05 per cent, and in a group of 308 similirly 
treated cases it was 45.8 per cent. On the bass of 
these figures, Walthard chose as his method prinury 
operation followed by roentgen irradiation. He 
prefers roentgen irradiation to radium irradiaiion 
because the results obtained in his clinic from radium 
treatment (Eckelt) were not sufficiently encouraging 
to warrant the use of radium irradiation instea: of 
operation. Moreover, he cites the fact that a per- 
manent cure was obtained with radium by Regaud 
in only 12.5 per cent of cases; by Lahm, in wily 
15.5 per cent; and by Heymann, in only 20.2 per 
cent. 

Fuerst has developed a method of roentgen ir- 
radiation of his own which differs from the met h«cds 
used by other gynecologists. He employs extremely 
hard rays with maximal filtration and a relatively 
weak current. Up to the present time this method 
has not won many adherents among German 
gynecologists, but Holfelder, the roentgenologist. is 
now interested in it. The Zurich clinic has opened 
up a new field of gynecological roentgenology and 
is obtaining excellent results. 

A covering layer of paraffin used by Fuerst at 
first did not yield satisfactory results and was there- 
fore given up. Fuerst chooses an average focus- 
skin distance of t meter. With his irradiation 
apparatus, in which 2 tubes are used simultaneous!y 
(1 tube above and 1 tube beneath the table), the 
time of exposure is reduced by half. The transformer 
tension of 200 kv. gives a tension of approximately 
180 kv. in the tubes. Since, with a focus-skin «is- 
tance of 30 cm., the skin-erythema dosage is obtained 
in ninety minutes, it might be assumed that with 
the longer distance this dosage would be obtained 
in one thousand minutes (sixteen and six-tenths 
hours). As a matter of fact, however, the reaction 
corresponding to the skin-erythema dosage is 
reached with the longer distance only after irra: \a- 
tion for seventeen hundred and _ seventy-se\cn 
minutes (twenty-nine and six-tenths hours). Th«re- 
fore, when the focus-skin distance is increased to 
I meter, a correction of 60 per cent in either ‘he 
intensity or the period of exposure must be adiied 
to obtain the same biological phenomenon. Ii ‘he 
heating current to the tube is increased to 8 11., 
or 4 times the original value, the fall of the ten-.on 
from the transformer to the tube is greater the more 
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the current is increased so that the period of ex- 
posure is shortened by only 20 per cent. In highly 
filtered irradiation at a distance of 1 meter, extraor- 
dinarily high dosages are tolerated. ‘‘It is possible, 
without injury, to repeat, after a short interval, a 
series of exposures which have already produced a 
marked erythema. With the diaphragm close up 
beneath the tube, the erythema which develops is 
most marked in the center and fades out so rapidly 
toward the periphery that it is no longer visible 
at the edge of the field or where 2 fields overlap.” 

Highly filtered irradiation with a single tube or 
with 2 tubes (1 tube above and 1 tube beneath the 
table) at a focus-distance of 60 cm. produces dif- 
ferent degrees of skin erythema. When the 2-tube 
method is used the skin reaction begins to be much 
more noticeable about three weeks after the exposure 
and the borders of the field are more distinct than 
when the single tube method is used. The stronger 
reaction produced by the 2-tube method is to be 
ascribed to the effect of the rays coming through the 
body from the other side. In order to obtain a skin 
erythema equal to that produced when the focus- 
skin distance is only 30 cm., it is necessary to add 23 
per cent to the increased time of exposure calculated 
from the formula based on the square of the dis- 
tance. The desired degree of erythema will then be 
obtained only in fields measuring 18 by 24 cm. 
In fields measuring 9 by 24 cm., an even greater 
additional dosage is required. 

With the use of hard roentgen rays at the long 
focus-skin distance and 2 tubes, the highest dosage 
for the skin does not correspond to the highest 
dosage for the deeper tissues and therefore does not 
correspond to the highest dosage for carcinoma of the 
cervix. The highest dosage for the deeper tissues and 
for the organism as a whole is always lower than the 
highest dosage for the skin. Before each exposure 
a blood examination should be made in order to 
obtain data from which it may be determined later 
whether and when further treatment should be 
instituted. 

In the third part of this report the author dis- 
cusses attempts made to determine by technical 
measurements the values which he had already de- 
termined by empirical methods, in order that they 
may be reproduced experimentally and it may be 
possible to determine the proper dosage for a given 
case. He found that skin erythema is of only sec- 
ondary importance in exposure to the hard rays 
at a long focus-skin distance. As a clearly visible 
skin erythema is not developed as a rule under such 
an exposure, the danger of causinginjury to the deeper 
tissues before the appearance of the erythema must 
be kept in mind. The injuries so produced may 
occur in the form of infiltrations of the pelvic con- 
nective tissue and may not be manifested by the 
well-known symptoms of overdosage of the bladder 
and intestines. To estimate the general bodily re- 
sistance it is especially important to watch the effect 
of the treatment on the blood. 

P. ScouMACHER (G). 


Rullé, P.: Unusual Late Sequelze of Radium 
Therapy (Un cas rare de séquelles tardives apres 
radiumthérapie). Gynéc. ef obst., 1929, XX, 720. 

In the case reported, that of a woman fifty-six 
years of age, an inoperable carcinoma of the cervix 
was treated with 25 mgm. of mesothorium filtered 
with brass (thickness of filter not stated). In Janu- 
ary and February, 1921, 4,800 mgm.-hrs. were given 
in eight treatments; in May and June, 1921, 2,400 
mgm.-hrs. in four treatments; and in October, 1921, 
two final treatments (dosage not stated). 

In November, 1921, the patient suffered pain in 
the rectum and passed bloody stools for a short 
time. In September, 1923, she passed fecal matter 
by vagina, but the fistula between the colon and 
vagina closed spontaneously to such an extent that 
in 1924 defecation occurred only by rectum al- 
though gas still escaped by way of the vagina. In 
December, 1927, the patient began to pass urine by 
way of the vagina. Examination revealed marked 
fibrosis of the vagina and parametrium. The cervix 
could not be felt. The corpus was atrophied. Recto- 
vaginal and vesicovaginal fistulae were found. No 
carcinoma remained. C. D. Haacensen, M.D. 


Bonney, V.: The Surgical Treatment of Carcinoma 
of the Cervix. Lancet, 1930, ccxviii, 277. 

The author discusses the results of the Wertheim 
operation in carcinoma of the cervix. Previous to 
1925, he performed this operation 284 times. Forty- 
seven (16.5 per cent) of the patients died as the 
result of the operation, 107 developed a recurrence 
before the end of five years, 12 could not be traced 
later, 8 died of other diseases before the end of five 
years, and 110 (38.7 per cent) were well at the end of 
five years. ‘The percentage incidence of five-year 
cure is based on the assumption that the 12 patients 
who could not be traced and the 8 who died of other 
diseases had carcinoma. 

Bonney emphasizes that survival for five years 
after the operation cannot be considered absolute 
proof of-eure since about 10 per cent of recurrences 
develop between the fifth and tenth years. Of 181 
patients operated upon more than ten years ago, 31 
(17.1 per cent) died as the result of the operation, 67 
developed a recurrence before ten years, 19 could 
not be traced later, 9 died of other diseases before 
the end of ten years, and 55 (30.3 per cent) were 
alive at the end of ten years. In this instance also 
the percentage incidence of cure is based on the 
assumption that the patients who could not be 
traced and those who died of other diseases before 
the end of ten years had carcinoma. 

With regard to the operative deaths, the author 
says that the severity of the operation itself is less a 
factor than the patient’s general condition and the 
condition of the area involved by the growth. A 
large percentage of women with cancer of the cer- 
vix are in poor health regardless of the cancer, and 
Bonney believes that few women develop cervical 
cancer until their general condition has consider- 
ably deteriorated as the result of other causes. 


| 
i 
i 
$ 
e 
n 
n 
of 
id 
ly 
cr 
1s 
ly 
ly 
rd 
in 
is 
ed 
nd 
at 
re- 
on 
ly 
he 
lis- 
ed 
ith 
ved 
ths 
ton 
is 
ven 
re- 
to 
ihe 
ded 
the 
ion 
hore 


132 INTERNATIONAL ABSTRACT OF SURGERY 


The local condition is important because, the 
majority of cancers of the cervix being heavily in- 
fected by the time advice is sought, the risk of post- 
operative infection of the area involved is present 
even when the utmost precautions are taken. 

Since the author has been performing the Wer- 
theim operation the mortality in his cases has 
steadily decreased from 20 per cent in his first 100 
operations to 8 per cent in the last group. He at- 
tributes the decrease to small improvements in the 
technique and “‘utilized experience.”” His technique 
is practically the standard procedure. 

About 68 per cent of recurrences develop before 
the end of the second year, and about 90 per cent 
before the end of the fifth year. Secondary growths 
are rarely susceptible to further operative treatment. 

Bonney is not at all enthusiastic regarding X-ray 
or radium irradiation as an adjunct either before or 
after surgical care. All of his patients died who were 
irradiated postoperatively for secondary growths, 
and of those who were irradiated pre-operatively 
with a view to rendering the growth operable, none 
survived for five years. Cartes F, DuBors, M.D. 


D’Erchia, F.: The Combination of Irradiation and 
the Wertheim Operation with Ligation of the 
Internal Iliac Arteries in the Treatment of 
Carcinoma of the Cervix (Cure fisiche ed opera- 
zione di Wertheim con allacciatura delle arterie 
iliache interne nel carcinoma del collo dell’utero). 
Clin. ostet., 1929, XXxi, 653. 

The author believes that since the results of all 
methods of treating of carcinoma of the cervix have 
not been very satisfactory an attempt should be 
made to improve the percentage of cures by resort- 
ing to the Wertheim operation with ligation of the 
internal iliac arteries and pre-operative or post- 
operative irradiation. 

In the period from 1912 to 1914, d’Erchia extended 
his limits of operability to the utmost. In a series of 
forty Wertheim operations, in sixteen of which he 
ligated the internal iliac arteries, the immediate 
operative mortality was 10.2 per cent. Three of the 
advanced cases are reported in detail. In spite of 
extensive parametrial involvement, the three pa- 
tients survived for thirteen, fifteen, and eighteen 
months respectively. No irradiation was given. 

C. D. HAAGenseN, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Masson, J. C., and Hamrick, R. A.: Pseudomyxoma 


Peritonaei of Ovarian Origin: an Analysis of. 
Thirty Cases. Surg. Clin. North Am., 1930, x, 61 


In the cases of pseudomyxoma peritonxi of ova- 
rian origin which are reviewed by the authors the 
condition occurred most frequently in the sixth dec- 
ade of life. The average age was forty-nine and 
nine-tenths years. Eighty per cent of the patients 
were past the age of forty years. 

Swelling of the abdomen and pain are the two 
most constant symptoms. The average duration of 


the symptoms before operation in the cases reviewe:| 
was less than one year. 

On general examination, the pelvis and abdomen, 
are usually found to contain one or more masses. .\ 
large tense abdomen with a questionable fluid wave 
on palpation may be the only abnormality noted. 
In the cases reviewed, the right ovary was involve: 
more frequently than the left. 

Bilateral involvement was more common in 
tients with ruptured pseudomucinous cystadenom:: 
than in patients with an unruptured tumor of t): 
same type. It was especially frequent in cases «{ 
malignant lesions and those in which papillomoi: 
were present. 

Pressure from the mucilaginous tumors plays «1 
important part in the health of patients with pseud. - 
myxoma peritonzi. 

In the cases reviewed, the chief factors in the 
operative mortality were pulmonary embolism an: 
general peritonitis. 

The prognosis is better, of course, in cases of | 
nign, than in cases of malignant, lesions. One of tic 
patients whose cases are reviewed lived eleven yeu. 
after the diagnosis was made at operation, and an- 
other is still alive and free from symptoms eleven 
years after a definite diagnosis. The duration of lic 
after diagnosis ranges from four to eleven years. 

In the cases of women with pseudomyxoma peri 
tonzi of ovarian origin who have passed the meno- 
pause, removal of both ovaries and of the appendix 
is urgently indicated. In the cases of women whio 
have not passed the menopause it is generally de- 
sirable to save one ovary. However, the surgeon 
should take into account the type of growth in the 
affected ovary as the leaving of one ovary may be of 
questionable value. Hysterectomy is indicated in 
some cases and resection of the omentum in others. 
As much of the gelatinous material as possible shou!:! 
be removed from the abdominal cavity at operation. 

The bowel and even the uterus may be perforate! 
or invaded by the pseudomucinous tumors. 

Treatment with the roentgen ray or radium shoul: 
be given in all cases. 


EXTERNAL GENITALIA 


Schultheiss, H.: Spontaneous Disinfection of the 
Vagina (Ueber die Selbstreinigung der Scheide). 
Ztschr. f. Geburish. u.Gynaek., 1929, XCV, I. 


The first part of this article reports the findings 0 
studies regarding the presence of bacteriophages i 
the vaginal secretions. The author first gives a com- 
prehensive review of the extensive literature on the 
subject to date. In his attempts to demonstrate 
bacteriophages in the vaginal secretion of pregnan!. 
non-pregnant, and puerperal women, he limited his 
investigations chiefly to the bacteria which are im- 
portant causes of puerperal infection, viz., strept» 
cocci, staphylococci, and colon bacilli. In order t: 
determine whether lytic processes in the sense 0: 
d’Herelle are in any way concerned in the process 0: 
spontaneous cleansing of the vagina he used vagin«' 
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secretions obtained only from patients who, except 
for a possible leucorrhoea, showed no sign of any 
severe genital affection. Twenty-eight bacterial 
strains were tested for the d’Herelle phenomenon 
—ten strains of staphylococci, six of streptococci, 
ten of colon bacilli, and six of vaginal bacilli. The 
studies were made on a total of sixty different vag- 
inal secretions, of which thirty were obtained from 
pregnant women, twenty from non-pregnant women, 
and ten from women in the second week of the puer- 
perium. The technique of culture in 1 per cent 
glucose bouillon with a hydrogen-ion concentration 
of pH 7.4 is described in detail and must be read in 
the original article. 

The results of the studies were in no case indis- 
putably positive. The author therefore concludes 
that, under normal conditions, bacteriophages for 
the bacteria responsible for puerperal fever are not 
present at all or are present only occasionally in the 
vagina. He state that, at the most, the vagina con- 
tains only weakly virulent bacteriophages for the 
colon bacilli which play no part in the spontaneous 
cleansing of the vagina. The particular character of 
the flora of the genital tract has no relationship to a 
lytic effect. 

The second part of the report deals with the im- 
portance of the acid content of the vaginal secretion 
as a factor in the process of spontaneous cleansing. 
Following a detailed discussion of the theories and 
investigations recorded in the literature up to the 
present time, the author reports studies carried out 
by him to determine the still disputed importance of 
the vaginal lactic acid as a factor in the process of 
spontaneous disinfection of the vagina. In these 
studies also the staphylococcus, streptococcus, and 
colon bacillus were employed. The growth of a large 
number of strains of various origins in acid carbo- 
hydrate-containing and protein-containing nutrient 
fluid, their power to produce acid, their acid toler- 
ance, and the relation which the two latter factors 
bear to each other were determined in order to find 
out if any indications might be drawn therefrom to 
the pathogenicity of these organisms. 

A 2 per cent glucose bouillon (0.5 per cent sodium 
chloride, 1 per cent peptone, 1 per cent meat ex- 
tract, and 2 per cent glucose) with an increasing 
hydrogen-ion concentration was employed. To the 
bouillon with an average hydrogen-ion concentra- 
tion of pH 6.1, lactic acid was added according to a 
definite formula to attain the desired hydrogen-ion 
concentration. In most instances the bacteria used 
for culturing were obtained from twenty-four-hour 
bouillon cultures or from young plate cultures. The 
period of incubation was at least three days and 
frequently from four to eight days. In general, the 
acidification reached its maximum after three or 
four days, but with many strains not until some- 
what later. The experiments are described in detail. 

The results obtained showed that the streptococ- 
cus is by far the most sensitive to acid. Even with 
fresh cultures it was impossible to obtain a visible 
growth with a hydrogen-ion concentration below 
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PH 5.2. Most of the streptococci which died quickly 
in a culture medium with a hydrogen-ion concentra- 
tion below pH 5.0 belonged to the weak acid formers. 
The strong acid-forming strains usually died in their 
own acid after a few days. Staphylococci and colon 
bacilli have about the same acid end-values; the 
zone of optimal growth for both varieties of bacteria 
lies approximately between pH 5.8 and 8.2. The limit 
of tolerance of the staphylococcus is between pH 
4.3 and 4.4, and that of the colon bacillus, between 
pH 4.5 and 4.6. 

On the other hand, the normal bacteria of the 
vagina produced and tolerated incomparably higher 
acid concentrations. Ina culture fluid of pH 4.0 they 
were still capable of growth after days. The highest 
observed acid value corresponded to pH 3.5. As 
these findings agree with the high hydrogen-ion 
concentrations of the vaginal secretion in cases of 
pure cultures of bacilli, it is possible that the vaginal 
flora are alone responsible for the chemism of the 
vagina. As three-fourths of all pregnant women have 
a vaginal secretion with a hydrogen-ion concentra- 
tion below pH 5.0 and the remaining fourth a va- 
ginal secretion with a reaction at least acid enough 
to offer the streptococcus a decidedly unfavorable 
chance for development, the importance of these 
experimental findings, together with phagocytosis, 
the bactericidal properties oi the tissue fluids, and 
anaérobiosis, in the ability of the vagina to protect 
itself against pathogenic organisms causing infection 
in childbirth is evident. WERNER SrRakoscu (G). 


Stoeckel: The Treatment of Carcinoma of the 
Vulva (Die Therapie des Vulvacarcinoms). Arch. f. 
Gynaek., 1929, CXXXvli, 937. 


The author reviews the twelve operative methods 
that have been used in Germany since 188o for the 
treatment of carcinoma of the vulva. According to 
the literature, only seventy-three of the patients re- 
mained free from recurrence for longer than five 


years. Of these, 35.6 per cent were permanently 
cured. Since 1913, 126 patients treated with irra- 
diation have been observed for periods longer than 


five years. Of these, 11.9 per cent have been perma- 
nently cured. 

The author is an advocate of the Rupprecht radi- 
cal operation. This procedure is technically simple 
and can be carried out under local anesthesia, but 
its performance requires at least one hour and it 
produces a large wound surface. ‘The removal of the 
glands is associated with great danger of infection, 
which is the chief cause of the primary mortality. 
Stoeckel intends in the future to use radium irradia- 
tion also, either extirpating the tumor and irradiat- 
ing the glands, or vice versa. 

In conclusion, the author discusses recurrences. 
Not rarely, recurrences develop very quickly, but 
sometimes not until after a period of years. The 
treatment of recurrences is more favorable than in 
carcinoma of the cervix as even those that are very 
extensive can be treated by electrocoagulation. 

P. (G). 
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MISCELLANEOUS 
Dyroff, R.: Experimental Studies on the Physiology 
of the Female Genital Tract. Contributions on 
the Nerve Supply (Experimentelle Untersuch- 
ungen zur Physiologie des Genitaltraktes beim 
Weibe. Beitraege zur Nervenversorgung). Arch. f. 
Gynaek., 1929, Cxxxviii, 362. 

This article begins with a critical discussion of 
the findings of previous experimental studies of the 
anatomy and physiology of the female genital tract 
and of the theories formerly held. The contradic- 
tions in previous reports are attributed to differ- 
ences in the material and the manner in which the 
experiments were conducted, failure to make exact 
observations as to the localization and form of the 
contractions, obscurity of language and of thought, 
and the influence of preconceived theories. 

In a special chapter, the author discusses the 
technique of his own experiments, the conditions 
under which the experiments were carried out, and 
the purpose of his investigations. The experimental 
animals were rabbits. Some of the rabbits had never 
been pregnant, others had been pregnant previously, 
and others were pregnant at the time of the study. 
The experiments are reported in detail. 

A critical discussion of the experimental findings 
regarding the nature of the antagonism between the 
sympathetic and the parasympathetic is followed 
by the author’s conclusions with regard to the 
coérdination of the vegetative nervous system in 
the production of the peristaltic waves and an 
attempt to explain the differences noted in the con- 
traction of the muscle fibers. Dyroff believes that 
the antagonism between the parasympathetic and 
sympathetic consists not only in the functions of 
stimulation and inhibition, but also in the pro- 
duction of another form of contraction. He states 
that the motor expression of the parasympathetic 
is a rhythmic progressive movement, whereas that 
of the sympathetic is a change in the tonus of the 
musculature. However, both of the vegetative 
systems contain inhibitory fibers for the correspond- 
ing antagonist. Genital peristalsis is the expression 
of a regulated codrdination of the vegetative nerves. 
The parasympathetic has, in addition, a vasodi- 
lating and a secretory function, and the sympa- 
thetic has a vasoconstricting function and the 
function of determining the point at which the 
contraction will begin. 

The last part of the report consists of a dis- 
cussion of the identity of function of the internal 
secretions and the vegetative nervous system in the 
female genitalia and the partial functioning of the 
vegetative nervous system in the internal female 
genitalia. Dyroff states that during pregnancy the 
corpus luteum of pregnancy and the fetus produce 
increased tonus of the parasympathetic which leads 
to a compensatory reaction in the form of increased 
tonus of the sympathetic. The same reactions are 
seen as the corpus-luteum effect in the premenstrual 
period. The protective influence of the corpus 
luteum is continued up to the time of the implanta- 


tion of the ovum. Thereafter, the corpus luteum 
receives the protection of the ovum. 
Von WEINZIERL (G). 


Newell, Q. U., Allen, E., Pratt, J. P., and Bland, 
L. J.: The Time of Ovulation in the Menstrua! 
Cycle as Checked by the Recovery of Ova from 
the Fallopian Tubes. Am. J. Obst. & Gynec., 1930, 
xix, 180. 

Of nine specimens of ova recovered from the fal- 
lopian tubes at operation, five were successfully sec- 
tioned and definitely identified as tubal ova. 

The authors describe a method of irrigating the 
tubes in situ which is believed to be safe, make: 
available for study cases in which the tubes show nv: 
pathological changes and therefore are not to be 
removed, and is of value in determining the patenc\ 
of the tubes in cases of obstruction when the abdo- 
men is open and plastic work has been done. 

In the series of cases reviewed, the time of ovula- 
tion was the twelfth, thirteenth, or fourteenth 
(morning of the fifteenth) day following the onset o! 
the previous menses. 

The cervix was clamped by a special rubber- 
covered forceps and one tube was compressed by an 
assistant. A small-bore needle was then insertc:! 
through the uterine wall and 20 c.cm. of normal sai: 
solution were injected. The washings were collecte:| 
on a watch glass. E. L. Cornett, M.D. 


Dahl-Iversen, E.: Experimental Studies on Free 
Implantation of Endometrium in the Perito- 
neum of Guinea Pigs (Experimentelle Unter 
suchungen ueber freie Einpflanzung von Endo- 
metrium ins Bauchfell beim Meerschweinchen). 
Hosp.-Tid., 1929, ii, 931. 

In experiments previously reported by the author 
it was found that deeply situated endometrium forms 
multiple cysts into which glands with normal lumin« 
open. These cysts are partially or completely sur- 
rounded by cystogenous stroma. It was demon- 
strated also that endometrium on the surface of an 
organ forms a polyp of endometrial stroma with 
normal glands which is covered by typical uterine 
epithelium. The changes induced by experiment! 
endometriosis were identical with those found in 
human endometriosis, but the author emphasize: 
in his report that it is impossible to prove the cor- 
rectness of Sampson’s theory by experiments on 
animals. With regard to the differences between cx- 
perimental and human endometriosis, attention Ww. 
called to the fact that in experimental endometrios:s 
beginning with “menstruation” no parallel phe- 
nomena were observed in the transplant. 

In contrast to Jacobson who, in experiments on 
rabbits and apes, always performed free transplan! \- 
tion and subperitoneal implantation simultaneous \’, 
the author employed only free intraperitone:! 
transplantation in his experiments on guinea piss. 
The extirpated horn of the uterus was incised aiid 
the mucosa which was then scraped out was intro- 
duced in the form of very small particles in a bloody 
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medium about the uterus and the lower loops of the 
small intestine. 

Nine of the thirteen animals were six or seven 
months old and four were four months old. They 
were killed from three to four months after the lapa- 
rotomy. One animal died three months after the 
operation from strangulation ileus. The abdomen 
and all of the abdominal viscera were examined for 
endometrial growths systematically and by serial 
sections. The author gives the protocols in detail. 

In twelve instances the results were positive. 
Six times the freely implanted material became im- 
planted on the incised surface of the mesentery to 
the extirpated uterine horn; seven times, in the angle 
between the cervix and the bladder; three times, at 
the base of the mesentery of the extirpated uterine 
horn; once, at the juncture of the cervix and the re- 
maining uterine horn; and eight times, in the ab- 
dominal scar, partly embedded in the omental ad- 
hesions. 

In the neighborhood of the implant there were 
numerous adhesions. No endometrial formations 
were found in other locations. In eight instances 


the implant had developed a polypoid excrescence 
from the endometrial tissue. In the seventeen other 
sites the endometrium was situated deep. In the 
periphery of the endometrial focus there was usually 
a concentrically arranged bundle of smooth muscle. 
In six instances the uterus was at the height of 
menstruation and this was evidenced in five trans- 
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plants by increased vascularity, transudation of 
blood into the tissues, and epithelial desquamation. 
There was agreement also between the cedema of the 
stroma cells of the uterus and the implant. 

The previously noted difference between the 
transplant and the uterine mucosa as regards vas- 
cularization, hemorrhage, and epithelial desquama- 
tion seems to hold good only in the more deeply 
situated transplants. In the superficially situated 
transplants there is full agreement. This discordant 
relationship was observed also in four cases with 
both deep and superficially situated endometrium. 

The author’s recent investigations show that endo- 
metrium free in the abdominal cavity becomes im- 
planted only at sites where the serosa was injured 
during the laparotomy, namely, the edge of the 
ligated mesentery, the mesentery itself when it was 
palpated, the other uterine horn which was ex- 
amined at the same time, the angle between the 
cervix and the bladder where manipulations were 
necessary to ligate the uterine horn at its connection 
with the cervix, and the abdominal scar. They 
show also that the presence of blood in the abdominal 
cavity is not able to cause such a serosal lesion. 
Experiments performed on animals cannot be used 
to prove Sampson’s theory of endometriosis. Only 
the assumption that menstrual blood possesses 
particularly irritating properties will explain the 
serosal lesions necessary for endometrial implanta- 
tion. SAENGER (G). 
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PREGNANCY AND ITS COMPLICATIONS 


Mayer, A.: The Biology of the Placenta. I. Physi- 
ology (Biologie der Placenta. I. Physiologischer 
Teil). Arch. f. Gynaek., 1929, CXxxvii, I. 

Mayer discusses very exhaustively (the bibliog- 
raphy alone covers thirty-five pages) the chief prob- 
lems regarding the relationships between the mother, 
fetus, and placenta. His purpose is not so much to 
classify facts already known, but to call attention 
to the gaps in our knowledge and thereby stimulate 
efforts to fill them by experimental investigation. 
Twelve large chapters beginning with preliminary 
anatomicophysiological observations take up the 
functions of the placenta (fetal respiration, nutri- 
tion, and excretion, transmission between the mother 
and fetus, and internal secretion), their relationship 
to fetal development, the onset of labor, and lacta- 
tion, and their applicability to the diagnosis of preg- 
nancy and the intra-uterine diagnosis of sex. 

In the thirteenth chapter, E. Vogt gives a thor- 
ough presentation, based on experimental and clini- 
cal data, of the réle of the vitamins for the mother 
and child, their occurrence in the placenta, and their 
relationship to the placental and female sex hor- 
mones. Risse (G). 


Runge, H.: The Réle of the Placenta in the Carbo- 
hydrate Metabolism of the Fetus (Welche Rolle 
spielt die Placenta im Kohlenhydratstoffwechsel des 
Fetus?). Arch. f. Gynaek., 1929, Cxxxvii, 734, 752. 


The difference in the blood-sugar level of the 
mother and fetus has been ascribed to an active 
gland-like regulatory function on the part of the 
placenta. This explanation leads to the question 
whether sugar from the mother’s blood is stored in 
the placenta, perhaps as glycogen, or whether the 
regulatory action of the placenta consists in the es- 
tablishment in the fetus of a sort of threshold. 

Kessler demonstrated that the mature human 
placenta has only a very slight glycogen content 
which is not increased by even long-continued inges- 
tion of sugar by the mother. Moreover, glycogen 
cannot be demonstrated in the placenta even with 
histochemical methods. 

To answer the second question a separate blood- 
sugar analysis of the arterial and venous bloods of 
the umbilical cord was necessary. A woman in labor 
was given 20 gm. of dextrose every half hour. At the 
moment of delivery the tensely filled umbilical cord 
was clamped off and blood was obtained by punc- 
ture. The average value for the fetus was always 
below that for the mother, but the blood-sugar curve 
of the fetus always rose coincidentally with that of 
the mother. The value in the umbilical artery was 
lower than that in the corresponding vein. The auto- 


matic increase in the fetal blood-sugar level with any 
increase in the blood-sugar level of the mother can 
be explained only by simple diffusion. 

To explain the difference between the blood-sugar 
levels of the mother and child the author assumes 
that the self-regulatory action of the liver plays a 
part. He states that the development of the organs 
regulating carbohydrate metabolism is very marked 
in the fetus. According to his theory, the blood rich 
in sugar comes to the liver through the portal circu- 
lation of the fetus and the sugar is there removed 
and stored as glycogen. This assumption is sup- 
ported by the high glycogen content of the fetal 
liver. Differences in the sugar content of the ma- 
ternal and fetal bloods therefore do not disprove the 
diffusion theory. KEssLer (G). 


Wagner, G. A.: The Intervillous Space (Der inter- 
villoese Raum). Arch. f. Gynack., 1929, cxxxvii, 
699, 752. 

Wagner says that it must now be considered as 
proved that thereis an intervillous space which is lined 
practically completely by fetal cells. The maternal 
blood in the intervillous space is used by the fetal villi 
for nutrition and for the throwing-off of waste prod- 
ucts. Aconstant mixture of unused and used blood 
is therefore a biological necessity. If the mixture is 
satisfactory, even a very slow current of blood in the 
broad stream of the intervillous space may be suili- 
cient for the needs of nutrition. One driving force is 
the mother’s heart which rhythmically raises the 
pressure in the intervillous space, and during dia- 
stole, lowers it. Another driving force is the rhythmic 
contraction of the fetal vessels which increases and 
decreases the size of the villi. The size of the chor- 
ionic villi in relation to the space between them 
varies from 60:40 to 70:30. 

The author has demonstrated the rhythmic 
fluctuations in the size of the villi in a living gravid 
uterus with the aid of an under-water stereomicro- 
scope. Particularly interesting were his observa- 
tions on a uterus containing a fetus of more than !ive 
months. 

He studied the problem also on a model. At the 
base of a vessel containing water a rhythmic flow of 
red colored fluid was produced from two tubes 
representing arteries and two other tubes, represent- 
ing veins, were provided for exit of the water. \ 
system of villi made of rubber and capable of being 
rhythmically distended by the action of a rubber 
pump was then suspended in the water container. 
When the hand pump was not worked, the red fluid 
entering at the bottom did not rise, but when the 
system of villi was rhythmically distended and re- 
a the red fluid was whirled high between the 
villi. 


136 


| 
( 
( 
1 
{ 
( 
I 
i 
( ] 
I 
i 
t 
t 
t 
Cc 
ir 
S| 
tl 
t] 
| | 


OBSTETRICS 


In this way it was possible to visualize the circu- 
latory relationships in the intervillous space. Wag- 
ner concludes that contractions of the uterus do not 
maintain this circulation, as Grosser thinks. With 
the aid of Crodel’s hystergometer, he was able to 
demonstrate in uteri beyond the fifth month of 
pregnancy that there are, at the most only very 
slight increases in tonicity and that these occur only 
at very long intervals. 

In the discussion of this report, HALBAN (Vienna) 
stated that the vessels pulsate only when they are 
diseased or compressed. He compared the inter- 
villous space to a lake with quiet water, but with 
an inflow and an outflow. 

In closing the discussion, WAGNER said that the 
pains of pregnancy cannot be regarded as the pro- 
pelling force, and that pulsations of the villi may be 
observed directly. (G). 


Grosser, O.: The Significance of the Intervillous 
Space (Ueber die Bedeutung des intervilloesen 
Raumes). Arch. f. Gynaek., 1929, Cxxxvil, 681, 752. 


The two types of hemochorionic placenta are 
compared and briefly described anatomically—the 
labyrinth placenta and the villous placenta. The 
human placenta is of the latter type. In the laby- 
rinth placenta the maternal blood flows rapidly in 
narrow maternal blood vessels and is propelled by 
the mother’s heart, whereas in the villous placenta 
the maternal blood flows sluggishly through broad 
irregular blood spaces and the propelling force is 
believed to be the pains of pregnancy. In the villous 
placenta the chorionic epithelium has sufficient time 
to take out the nourishment from the sluggish stream 
of the maternal blood and convert it into a suitable 
form, whereas in the labyrinth type of placenta it 
requires aids for the digestion of the nutriment 
brought to it in the rapid maternal circulation. These 
are: (1) special histotrophic cells for absorption 
(chorion lve, the vitelline sac of rodents, the vary- 
ing substructure of the placenta), and (2) the per- 
sisting subplacental and intercotyloid syncytial 
lacune. Except in the Madagascar hedge-hog, the 
latter are in general excluded from the placental cir- 
culation, but the author sees in this fact no insur- 
mountable objection to his theory because the dis- 
integrated food elements eventually return to the 
placenta even though they do so in a round-about 
way through the body of the mother. 

In conclusion, the author expresses the opinion 
that the proteins which are broken down in the in- 
tervillous space of the human placenta may find 
their way into the maternal circulation and under 
certain conditions may cause a toxicosis of pregnancy. 

In the discussion of this report, SCHROEDER (Kiel) 
reported the findings of experiments in which he 
Injected the intervillous space of extirpated gravid 
uteri through the uterine artery. He found that the 
space is from 50 to 100 microns wide. He stated that 
the inflow of blood occurs through spiral arteries and 
the outflow through veins that run parallel with the 
placenta. The circulation of the fluid in the space, 
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which is kept under tension by the uterine wall, 
is carried on with the aid of the pulsating fetal villi. 

Pankow (Freiberg) advanced the opinion that 
there is a constant flow in the intervillous space in- 
duced by the pulsations of the villi and the pains 
of pregnancy. 

HALBAN (Vienna) rejected the theory that the 
pains of pregnancy are the propelling force for the 
circulation in the intervillous space. 

In concluding the discussion, GROSSER suggested 
that the intervillous space may be subdivided into a 
basal and a chorionic part, the former serving for 
gaseous metabolism and the latter for protein metab- 
olism. Tietze (G). 


Crabtree, E. G., and Prather, G. C.: Clinical 
Aspects of Pyelonephritis in Pregnancy. New 
England J. Med., 1930, ccii, 357. 


Crabtree and Prather believe that some degree 
of back-pressure on the kidneys with dilatation of 
the ureters and renal pelves is the rule in pregnancy 
whether urinary infection is present or not. They 
state that residual urine is to be found in both 
kidneys in all instances. The average amount is 
from 20 to 4o c.cm. The back-pressure is most 
marked in primiparz, is present to some degree in 
multipare who have had several pregnancies in 
rapid succession, and may persist for short intervals 
even between pregnancies. The authors are con- 


*vinced that the cause of urinary stasis in pregnancy 


is a tightly fitting fetus in an inelastic abdomen in 
the case of a woman who is in the midst of her 
first or second pregnancy. ‘They have found that 


bacteriurias are more frequent in pregnancy than 
urinary tract infections. In a total of 10,132 obstet- 
rical cases, postpartum pyelitis occurred 20 times 
and pyelitis of pregnancy 169 times. 

The bacterium concerned in the pyelitis of 


pregnancy is the colon bacillus. Clinically, in- 
fection of the kidneys during pregnancy leads to 
2 definitely different renal conditions, the one es- 
sentially pyelitic type of infection and the other 
a pyelonephritis. The symptoms produced by 
urinary tract infections in pregnancy may differ 
considerably from those of the same disease un- 
associated with pregnancy. In no instance has 
surgery on the kidney or ureter produced mis- 
carriage. Cystoscopic examination and manipula- 
tions may be made with the same freedom in the 
presence of pregnancy as in the non-pregnant state. 
The essential factor in the treatment is lavage of 
the renal pelvis until thick pus is evacuated. This 
should be done at intervals of about three days. 
In-lying catheters to keep the pelvis empty are 
not satisfactory. Cystoscopic treatment favors 
continuation of the pregnancy to term, but should 
not be persisted in if the patient’s life is endangered. 
Forced drinking of fluids is indicated. Slight dis- 
tentions of short duration are of little importance, 
but large over-distentions lasting for weeks or 
months cause prolonged impairment or permanent 
damage of the pelvic structures. 


1 
5 
1 
1 
|= 
)- 
il 
Fe 
d 
ul 
li 
d 
is 
is 
le 
a- 
ic 
id 
m 
id 
a- 
ve 
he 
of 
eS 
it- : 
A 
ng 
er 
er. 
iid 
he 
re- 
he 


138 


Fifty-seven per cent of all cases of pyelitis of 
pregnancy and the puerperium reviewed by the 
authors were those of primipare and 29 per cent 
were those of pare-ii. 

The symptoms frequently point to right or left 
sided involvement even in the bilateral form of the 
disease. In the cystoscopically examined cases of 
pyelitis of pregnancy in primipare which are re- 
viewed by the authors the lesion was on the right 
side in 32.5 per cent and on the left side in 5.2 
per cent, and was bilateral in 60.3 per cent. 

Certain infections become cured spontaneously 
and allow completion of the pregnancy without any 
treatment other than rest in bed and the forcing 
of fluids. 

Residual urine was found in practically all of the 
cases reviewed. In most instances the right kidney 
showed a greater amount than the left kidney. 
The authors believe that the patients progress bet- 
ter when cystoscopic treatment of both kidneys is 
instituted, whether or not the symptoms indicate 
the presence of infection on both sides. 

The greater frequency of pyonephrosis in the fe- 
male as compared with the male may be due to 
damage to the kidney acquired during pregnancy. 
The average time required for recovery from in- 
fection of the kidneys in pregnancy is three months. 
The authors emphasize that there is a marked dif- 
ference between symptomatic cure, which may be 
immediate, a ‘“‘clear urine’’ cure, and a-cure with 
bacteria-free urine. They state that when the 
infection persists after three months the patient 
should be subjected to pyelography and given more 
intensive treatment. No woman with renal in- 
fection should become pregnant again until the 
infection is gone. When once the kidneys have 
become infected, pyelitis will persist throughout the 
pregnancy. In seven years’ observation of such 
cases the authors have seen only 3 cases in which 
the urine was free from bacteria during pregnancy. 

In conclusion the authors state that the obste- 
trician’s care of urinary infections should not end 
with the subsidence of the acute symptoms nor 
at the end of the pregnancy. 

RoLanp S. Cron, M.D. 


Roloff, W.: Collapse Therapy for Pulmonary Tuber- 
culosis in Pregnant Women (Zur Kollapsbehand- 
lung lungentuberkuloeser Schwangerer). Zentralbl. 
f. Gynaek., 1929, p. 2972. 

Collapse therapy for pulmonary tuberculosis in 
the presence of pregnancy generally consists in 
pneumothorax of one or both lungs, thoraco- 
cauterization, or oleothorax. Exeresis of the phrenic 
nerve is seldom to be considered. Recent views 
regarding the treatment of pregnant women with 
pulmonary tuberculosis are in favor of collapse 
therapy with continuation of the pregnancy. 

The indication for pneumothorax treatment is the 
same in pregnancy as in other conditions. In closed 
tuberculosis, collapse therapy is usually not neces- 
sary, but is occasionally done. Among cases of open 
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tuberculosis, those with broken-down early infiltra- 
tion are especially suitable for this treatment‘. 
Bilateral pneumothorax comes up for consideration 
especially in the second half of the period of gest. - 
tion, when interruption of pregnancy is a serious 
menace to the patient. In the presence of simu!- 
taneous tuberculosis of the intestines, this treatment 
is not to be considered as the intestinal tuberculosis, 
as such, affects the course of the disease unfavorab!\. 

The technique of pneumothorax therapy is basc:| 
on the general principles of this form of treatmen:, 
but at the end of pregnancy smaller amounts of «ir 
are used. Immediately after delivery, the trun: 
should be weighed down by a sand bag in order tv 
prevent too rapid sinking of the intra-abdomin:! 
pressure after emptying of the uterus and gradual! \- 
equalize the pressure in the cardiovascular system. 

The author summarizes the guiding principles {.; 
pneumothorax treatment in pregnancy as follows: 

1. Pregnant women with pulmonary tuberculosis 
should be admitted to sanatoria with suitable faci!- 
ities for their delivery. 

2. Pregnancy is not a contra-indication to pnev- 
mothorax therapy. 

3. Pregnancy occurring during the course «/ 
pneumothorax treatment may be allowed to go tv 
term; only when the pneumothorax treatment is in- 
effective should interruption of the pregnancy he 
considered. 

4. At the end of the pregnancy, refillings shoul: 
be made with smaller amounts of air and low-pres- 
sure values. 

5. The second stage of labor should be shortenc:! 
as much as possible. 

6. Inhalation anesthesia should be used with 
great care because of the danger of pulmonary ii. 
jury. 

7. The trunk should be weighed down imme 
diately after delivery and the pneumothorax shoul: 
be refilled with a slight negative pressure. 

8. The child, which is practically always free 
from tuberculosis when born, should be taken aw:y 
from the mother immediately. 

9. Breast feeding should be advised against, as 
there is a possibility that the tubercule bacilli may 
be transmitted in the milk. 

10. Special care and observation are necessary 
in the puerperium. 

11. After the puerperium the tuberculous mother 
urgently requires sanatorium treatment for severil 
months. HARTMANN (G). 


Groné, O.: The Clinical Course and the Treatment 
of Necrotic Interstitial Myomata During Pres- 
nancy (Ueber die klinischen Verlauf und die }}:- 
handlung von interstitiellen nekrotischen Myomen 
waehrend der Schwangerschaft). Acta obst. et gyn’. 
Scand., 1930, ix, 203. 

The author states that necrosis of myomata ass0- 
ciated with pregnancy should be regarded as a (is- 
tinct clinical entity as its clinical course and tre:t- 
ment are considerably different from the clinical 
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course and treatment of the condition not associated 
with pregnancy. 

He illustrates the fairly typical clinical picture by 
reporting six cases which he has had under treat- 
ment in recent years. As typical symptoms and 
signs he emphasizes pain of acute onset, marked 
tenderness over the palpable tumor and its immedi- 
ate neighborhood, and a slight rise in the tempera- 
ture. In five of the cases the diagnosis was verified 
by operation. In one case the symptoms disappeared 
under expectant treatment. 

The treatment should be expectant at first, but 
if the symptoms persist or become aggravated, 
operation is indicated. Enucleation of the myoma 
usually has a good result. Amputation of the uterus 
is necessary only in cases coming so late for treat- 
ment that a serious infection has had time to de- 
velop. This was the condition in two of the author’s 
cases. One of the patients recovered, but the other 
died. Of the three cases treated by enucleation, re- 
covery resulted in all and the pregnancy continued 
normally to term in two. In the third case abortion 
had occurred prior to the operation. 

In conclusion the author reports two more cases 
of enucleation of myomata in a pregnant uterus in 
which the pregnancy was terminated by normal de- 
livery at term. 


LABOR AND ITS COMPLICATIONS 


Nevinny: Infant and Maternal Mortality in the 
Conservative Conduct of Labor (Kinder- und 
Muettersterblichkeit bei konservativer Geburtslei- 
tung). Arch. f. Gynack., 1929, Cxxxvii, 818, 842. 


To determine whether, in general, a conservative 
or an active attitude is preferable in the conduct of 
labor, the author reviewed the mortality in 4,000 
deliveries conducted conservatively in the period 
from June, 1924, to March, 1929. The total mater- 
nal mortality was 0.525 per cent and the infant mor- 
tality 2.7 per cent. The good results are ascribed 
principally to the waiting policy followed in cases 
of narrow pelvis. The frequency of narrow pelvis 
in Innsbruck is slightly over 10 per cent. Of 400 
cases of narrow pelvis, spontaneous delivery resulted 
in about 370 (approximately 92 per cent). In only 
33 (about 8 per cent) was operative interference 
necessary. In 10 (2.5 per cent), delivery was effected 
by abdominal cesarean section. In these cases there 
was no maternal or infant mortality. The author 
believes that the danger of sepsis from vaginal ma- 
nipulations is no greater than the danger of perito- 
nitis from abdominal cesarean section. In the 63 
cases of placenta previa or transverse position of 
the fetus, in nearly all of which vaginal procedures 
were carried out, there was only 1 death, that of a 
woman with placenta previa who entered the hos- 
pital in a moribund condition. However, because of 
the high infant mortality in placenta previa, it has 
been decided at the Innsbruck Clinic that caesarean 
section will be performed more frequently hereafter 
in cases of this complication. Drerks (G). 
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Frey, E.: The Functional Diagnosis of the Too Nar- 
row Pelvis by Registration of the Labor Pains 
(Die funktionelle Diagnose des zu engen Beckens 
an Hand der Wehenregistrierung). Arch. f. Gynaek., 
1929, CXxxvii, 883, 897. 


To answer the questions as to how long labor can 
be continued without injury to the mother and child 
and how long it must be continued before the im- 
possibility of spontaneous delivery of a living child 
can be assumed with considerable certainty, the 
author suggests registration of the frequency of the 
labor pains per half-hour period and of the duration 
of the contraction associated with the individual 
pains. These determinations will show the possibil- 
ity or impossibility of spontaneous delivery early in 
the course of labor and with considerable accuracy. 

Frey emphasizes the basic differences in the activ- 
ity of the labor pains before and after rupture of 
the membranes, calling attention to the fact that, 
before rupture of the membranes, there is practically 
no molding of the head, whereas after the rupture, 
molding is demonstrable even in the closed uterus 
without pains and in a contracted pelvis. 

A systematic study of the labor pains in 800 de- 
liveries in the cases of women with a normal pelvis 
and 200 deliveries in the cases of women with a con- 
tracted pelvis made it possible to establish the 
standard maximal number of labor pains in the nor- 
mal pelvis and the critical maximal number of labor 
pains in the contracted pelvis. The maximal num- 
ber of labor pains is reached in only from 2 to 10 
per cent of spontaneous deliveries, but when, after 
the critical maximal number of labor pains has been 
reached, the periods of dilatation and expulsion are 
not yet completed, the possibility of spontaneous 
delivery can be excluded with practical certainty. 
When the maximal number of labor pains is not 
exceeded, neither the mother nor the child will sus- 
tain lasting injury. Frey believes that in every labor 
a record of the labor pains should be made. 

In the discussion of this report, KONRAD-SZOLNOK 
reviewed the various methods of inducing labor with 
pituitrin, castor oil, and quinine, and described those 
which he has found best—dilatation with Hegar 
sounds, packing of the cervix, and the injection of 
ecbolics, possibly repeated. In 81.5 per cent of the 
cases the labor pains are active within twelve hours; 
if not, the whole procedure is repeated. 

ANTOINE discussed the determination of the shape 
of the pelvis and stated that reports regarding the 
functional capacity of the musculature had been 
made from his clinic. He believes that counting the 
labor pains according to Frey’s method is not suffi- 
cient as it is necessary to know not only the number 
but also the intensity of the pains to arrive at a 
definite conclusion regarding the possibility of the 
child’s passage through the pelvis. 

GUTHMANN stated that stereoscopic exposures 
have two great disadvantages—the cost of the appa- 
ratus and the double irradiation of the skin at each 
exposure. He has found lateral exposures of most 
aid in the diagnosis and prognosis. 
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ScHwarz reported that he also is an advocate of 
lateral exposures of the pelvis, but emphasized that 
they should be supplemented by an exposure in the 
sagittal direction. 

HERMSTEIN agreed with the favorable reports re- 
garding the induction of labor by medical means 
and the value of lateral exposures of the pelvis in 
diagnosis, but stated that lateral exposures have 
failed in the prognosis. 

CRODEL recommended his gauge of labor pains, 
by which it is possible to determine not only the 
duration of the labor pains but also their intensity. 

GRAEFENBERG stated that he had induced labor 
in seventy-two cases, and in 86 per cent had good 
results from a combination of hot baths, castor oil, 
and the injection of quinine and thymophysis. When 
these procedures failed, a completely successful re- 
sult was obtained from rupture of the membranes. 
Thymophysin proved of great value and had no 
harmful effect. 

SCHUMACHER called attention to the sources of 
error in measurement of the width of the skull when 
the head lies in a pelvic inlet rather than in the 
median position. This error can be eliminated by 
combining the lateral exposure with the sitting 
posture. 

Eyer stated that as early as 1913 he called 
attention to lateral exposure as the ideal procedure 
for measurement of the pelvis. Von Wervziert (G). 


Khreninger-Guggenberger, von: Brow Presenta- 
tion (Ueber Stirnlagen). Arch. f. Gynaek., 1929, 
cxxxvii, 838. 

The author discusses the problem as to whether, 
in cases of brow presentation, abdominal section is 
not preferable to delivery by the natural route since, 
according to the material of various clinics in which 
an expectant policy is followed and the numbers of 
spontaneous and operative deliveries are about 
equal, the dangers of cesarean section for the mother 
are no greater than those of the application of 
forceps. The infant mortality in cases of brow 
presentation is very high, being 20 per cent even in 
spontaneous deliveries. Delivery is effected most 
frequently with forceps. The chief cause of brow 
presentation is contracted pelvis. The children are 
usually of normal size. The maternal mortality is 
from 3 to 4 per cent. The author concludes that 
forceps should not be employed in cases of brow 
presentation, and that the results can be improved 
only by the more frequent performance of cesarean 
section. LissNER (G). 


Westman, A.: The Results of Obstetrical Opera- 
tions in the University Gynecological Clinic of 
the Allmanna Barnboérdshuset in Stockholm 
During the Period from 1919 to 1928 (Ueber die 
Resultate der Geburtschilflichen Operationen an der 
Universitaetsfrauenklinik des Allminna Barnbérd- 
shuset in Stockholm waehrend der Jahresperiode 
1919-1928). Acta obst. et gynec. Scand., 1930, 1x, 642. 


Of 28,206 labors, 1,908 (6.8 per cent) were termi- 
nated by instrumental aid. The maternal mortality 


140 INTERNATIONAL ABSTRACT OF SURGERY 


after spontaneous delivery was 0.23 per cent. After 
simple forceps interventions the total maternal mor- 
tality was 0.9 per cent and the corrected materna| 
mortality 0.4 per cent. After more complicated 
vaginal interventions the total maternal mortalit\ 
was 3.3 per cent and the corrected maternal mor- 
tality 1.9 per cent. The total mortality of cesarei 
section was 8.3 per cent and the corrected mortali‘y 
4.3 per cent. These findings definitely refute the 
claim of Hirsch that cesarean section is a less dan- 
gerous undertaking for the mother than vagin.! 
interventions for delivery. 


PUERPERIUM AND ITS COMPLICATIONS 


Prather, G. C., and Crabtree, E. G.: Pyelitis in the 
Puerperium. New England J. Med., 1930, ¢vii, 
366. 


Postpartum pyelitis should be recognized as a 
possible cause of puerperal fever. Forty-eight por 
cent of the cases are those of primipare. The mo-t 
probable etiological factors are: (1) trauma at ce- 
livery, (2) postpartum bladder complications, 2::/ 
(3) a flare-up of a latent pyelitis. Local symptos 
may be absent even though the pyelitis is responsi! ic 
for the fever. 

The most reliable clinical signs of the condition 
are costovertebral tenderness and the presence «{ 
pus in the catheter specimen. Cystoscopy is som: 
times necessary to establish the diagnosis. 

Conservative treatment with forced fluids as tlic 
most important item is advised. Cystoscopic tre:t- 
ment is indicated if the temperature remains ¢!.- 
vated more than eight days. The average perio 
before recovery (sterile urine) is about four monthis. 

Roranp S. Cron, M.D. 


MISCELLANEOUS 
McIlroy, L.: Maternal Mortality. Brit. M.J., 1930, 


i, 269. 

Mcllroy reports that in the obstetrical unit o/ 
the Royal Free Hospital, London, the matern:! 
death rate during the last eight years was 2.7 
deaths per 1,000 cases. The chief causes of deat): 
were obstetrical shock, hemorrhage, and sepsis. 
The importance of antenatal care is proved by the 
infrequency of accidental or toxemic hemorrhaye 
in hospital practice. 

The avoidance of contagion is essential. \:- 
tendants should be free from carious teeth «a! 
septic tonsils. However, the most common sour * 
of infection is the patient herself. Nurses and «>- 
sistants should not scrub their hands with brus!\ > 
and strong antiseptics as the resulting 
and cracks of the skin may become septic. Vagi: 
examinations should be quite unnecessary 
normal cases which have had antenatal supervisic 
and those in which abdominal methods of diagno-:s 
are efficient. McIlroy emphatically condem: > 
rectal examination as the incidence of sepsis 1S 
increased when it is used. She states that in tle 
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third stage of labor the patient should lie on her 
back. The uterus should be left alone as manipula- 
tions by the hand on the abdomen tend to cause 
suction of the lower membranes into the cervix 
from the vagina where they have become infected 
to some extent from contact with the walls. During 
the puerperium infection may take place from con- 
tact with bedpans or from swabbing by a nurse. 

The treatment of sepsis consists in early isola- 
tion, nursing in an open-air ward, daily colonic 
lavage, the daily administration of from 20 to 40 
c.cm. of anti-streptococcus serum, the daily in- 
jection into the buttock, of from 5 to ro gr. of 
quinine hydrochloride, and blood transfusions. 
Abortion, especially criminal abortion, is an in- 
creasingly frequent cause of maternal mortality. 

The death rate from eclampsia has been greatly 
reduced by the Tweedy-Stroganoff treatment, the 
decrease in the frequency with which cesarean 
section is performed, and the abandonment of 
accouchement force. 

Some of the deaths in cases in which no clinical 
or postmortem evidence of a pathological process is 
evident are due to obstetrical shock. 
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The frequency of cesarean section in the obstet- 
rical unit of the Royal Free Hospital during a 
period of eight years was 1.6 per cent and the 
mortality of the operation 3.9 per cent. In un- 
favorable conditions the mortality varies from 1o 
to 50 per cent. Since the author began the practice 
of operating only after the patient had been in 
labor a few hours the frequency of cwsarean sec- 
tion has been reduced. Deaths from caesarean 
section are due mainly to shock or sepsis. 

Forceps are used in the Royal Free Hospital unit 
in 5 per cent of cases. They should not be applied 
unless the head is close to the pelvic outlet. High 
forceps no longer have a place in obstetrics. ‘The 
author advocates the squatting position in the 
second stage of labor to drive the head down. She 
states that students should be taught not so much 
the indications for the application of forceps as its 
risks and what can be done to render it unnecessary. 
She emphasizes that pituitrin should be used only 
when the head is on the perineum and delivery is 
delayed because of weakness of the pains. 

Mcllroy thinks antenatal care is the most diffi- 
cult branch of obstetrics. RoLanp S. Cron, M.D. 


GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Andrea, V.: Routes of Absorption in Experimental 
Hydronephrotic Kidney (Contributo allo studio 
delle vie di riassorbimento nel rene idronefrotico 
eee. Policlin., Rome, 1930, xxxvii, sez. 
chir. 84. 


Andrea reports experiments on dogs and rabbits 
in which, after total or almost total occlusion of 
the ureter had been brought about, different solu- 
tions were injected into the kidney pelvis imme- 
diately or after varying periods of time in order 
to study the routes of absorption in hydronephrosis. 

The results showed that the solution was ab- 
sorbed by the lymphatic vessels, the collecting and 
convoluted tubules, or the veins. The second 
method of absorption usually began two or three 
days after the establishment of the hydronephrosis, 
but if enough solution was injected to produce 
hyperpressure in the pelvis, it began at once. 

Auprey G. Morcan, M.D. 


Illyés, G. von: Nephritis and Its Surgical Treat- 
ment (Die Nierenentzuendung und ihre chirur- 
gische Behandlung). Zéschr. f. urol. Chir., 1929, 
xxviii, 298. 

This is a report of the author’s experience with 
decapsulation in cases of acute and chronic nephritis. 


Among the patients with the acute condition there 
were five with acute glomerulonephritis. Four of 
these, who were pyemic and anuric, died, although 
after the operation the amount of urine increased 
from 200 to 600 c.cm. The fifth patient, who had 
had one kidney removed three years previously on 
account of pyonephrosis and who was subjected by 
the author to nephrotomy in addition to decapsula- 
tion, recovered. Four patients with bichloride of 
mercury poisoning and one patient with oxycyanide 
poisoning succumbed. Of two women with eclampsia 
who were treated by bilateral decapsulation, one 
recovered and the other died from uremia on the 
third day. Of twelve patients with nephritis apos- 
thematosa, eight recovered and four died from sepsis. 

The cases of chronic nephritis were cases of 
nephritis dolorosa, chronic focal nephritis, in which 
the pain was due to tension of the capsule or com- 
pressing, contracting inflammatory processes. Among 
twelve cases, subcapsular local inflammatory proc- 
esses were found in four and were fatal in one. In 
six cases in which uric acid crystals arranged in foci 
on the decapsulated kidney surface were evident 
even macroscopically, recovery resulted—in one 
case, after a third decapsulation, and in three cases 
after a second decapsulation and nephrectomy. 
Renal hemorrhages from the inflammatory foci 
were observed in twenty-two cases, including six 


cases in which nephrotomy had been done previously, 
one case in which nephrectomy was performed, and 
fifteen cases in which a decapsulation was done. 
A successful result was obtained in all except one, 
in which a recurrence developed after three months, 
Four patients with chronic nephritis associated with 
anuria and one with coma, died; five with oedema 
and oliguria were benefited; and one who was sub- 
jected to nephrotomy and implantation of peri- 
toneum reported subjective improvement, but ob- 
jectively showed no change. 

On the basis of these experiences, the author rec- 
ommends decapsulation in cases of acute glomerulo- 
nephritis treated without success internally and also 
in nephritis aposthematosa. In cases of poisoning, 
success can be expected only when absence of severe 
changes in other organs from the poisoning can be 
assumed. The operation is justified in nephritis 
dolorosa and in renal hemorrhage. In chronic 
nephritis, the indication is still uncertain, but the 
author believes that the operation should be per- 
formed more often in this condition, which is usually 
fatal, in order that the therapeutic indications may 
be clarified further. VORDERBRUEGGE (7), 


Gauthier, C., and Cibert, J.: Two Cases of Lithiasis 
with Anuria in a Solitary Kidney (Deux cas de 
lithiase avec anurie dans un rein unique). J. dwrol. 
méd. et chir., 1930, Xxix, 44. 


The first case reported was that of a woman of 
forty years who was subjected to nephrectomy on 
the right side in April, 1912, for tuberculosis compli- 
cated by lithiasis and in the spring of 1914 began to 
have violent colic in the remaining kidney, the cause 
of which was shown by roentgen examination to be 
a calculus in the renal pelvis. At operation, the left 
kidney was found twice its normal size and so /ixed 
by a dense sclerolipomatous sheath that its pelvis 
could be approached only from the anterior sur/ace. 
Careful dissection of the sheath was done along the 
ureter, guided by a sound that had been inserted. 
When the pelvis was opened, a calculus the size of a 
pea was found. The calculus was removed ani! the 
kidney left unsutured. Uneventful recovery resu!ted. 
The patient was well until 1927, when she had an 
attack of pyelonephritis. She is still living, bu‘ has 
signs of nephritis and hepatic insufficiency. 

The second case reported was that of a man 
twenty-three years of age who was operated on in 
December, 1928, for a subhepatic cyst. Marsupial 
ization was done. When the authors first saw the 
patient in March, 1929, he had a subcostal fistula 
which discharged copiously, his general con«ition 
was very poor, he had had three attacks of nephritic 
colic on the left side, and his urine was turbid. 
Roentgenography revealed four small stones on the 
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left side. On August 3, roentgen examination showed 
a quite large, nodular, hydronephrotic kidney on 
the right side. This kidney was removed on August 
22. It was practically a multilocular hydronephrotic 
sac with very little parenchyma. 

The operation was followed by improvement in 
the general condition and a gain in weight. When 
the authors next saw the patient in November he 
was in a condition of anuria. The anuria was re- 
lieved by aretention catheter and operation for lithia- 
sis of the left kidney was performed on December 5. 
The kidney was large but apparently normal. A 
slight perinephritis was present. Four calculi were 
removed from the pelvis by pyelotomy. For the 
removal of a stone in the upper calyx partial nephrot- 
omy was necessary. Two calculi which were ana- 
lyzed were found to be made up chiefly of tricalcium 
phosphate, calcium oxalate, and ammonio-mag- 
nesium phosphate. Uneventful recovery resulted. 

In conclusion the authors state that these cases 
show the value of roentgenography in operating on 
the solitary kidney in anuria. By means of the 
roentgen examination the operations were rendered 
as conservative as possible. If roentgenography had 
been performed sooner the operations could have 
been done under more favorable conditions. 

AupreEY G. Morcan, M.D. 


Blanco, S. T.: An Important Roentgen Finding: 
Renocecal Fistula (Hallazgo radiografico im- 
portante; fistula renocecal). Semana méd., 1930, 
XXXVii, 290. 

The patient whose case is reported was referred 
to the author for roentgen examination for tubercu- 
losis of the right kidney. When the sodium iodide 
was given it caused intestinal colic with uncontrolla- 
ble defecation. The roentgenogram showed a 
shadow which passed from the lower pole of the right 
kidney to the cecum and suggested a fistula. To 
make sure of the diagnosis of fistula, a pyelogram 
was made after the intestine had been emptied 
thoroughly. This showed the fistula very distinctly. 
The contrast medium had completely filled the 
fistula and had flowed also into the small intestine. 
The fistula had not caused any clinical symptoms. 
Operation was followed by recovery. 

The author emphasizes the value of making a 
roentgenogram of the entire urinary tract in order 
to obtain an idea of the form, relations and position 
of the different parts and the nature of any anomalies 
that may be present. Such a roentgenogram may be 
supplemented by roentgenograms of particular re- 
gions. Blanco takes roentgenograms of the urinary 
tract on films measuring 35 by 43 cm., using a short 
exposure to relatively soft rays and a Potter-Bucky 
diaphragm. Aubrey G. Morcan, M.D. 


Papin, E.: Nephrotomy without Suture (A propos 
de la néphrotomie sans suture). J. d’urol. méd. et 
chir., 1930, XXiX, 203. 

In experiments on animals carried out in 1924 
and 1926, Carson and Goldstein made experimental 
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incisions in the kidneys extending down to the pelvis 
and arrested the hemorrhage by merely keeping 
the cut surfaces applied to each other for five minutes 
without any suture at all. The hemorrhage was 
effectively controlled and there was no secondary 
hemorrhage. Recently, Kornitzer and Teltcher have 
performed similar experiments on rabbits, varying 
them in different ways to see if hemorrhage would 
be provoked. They found that no matter whether 
the kidney was normal or diseased, hemorrhage 
was controlled by the simple application of the two 
cut surfaces to each other. They applied the 
method successfully also in two clinical cases, one 
in which a nephrotomy 3 cm. long and 2 cm. deep 
was done, and one in which a small fragment of 
kidney tissue has been torn away in decapsulation. 

The author has used the method in two cases. 
The first patient was a man of forty-five years 
who entered the hospital on account of attacks of 
intense pain in the left kidney. There was no cal- 
culus. Pyelography showed a slight increase in the 
size of the pelvis and particularly of the calyces. 
On exploratory operation, the capsule was found 
white and very thick. The classical nephrotomy 
incision disclosed slight flattening of the papille. 
Total decapsulation was performed. The kidney 
did not bleed during this operation. The fatty 
capsule was fixed to the twelfth rib by six inter- 
rupted catgut sutures. Recovery was uneventful, 
and there was no secondary hemorrhage. 

The second patient was a man twenty-five years 
of age who complained of pain in the left kidney and 
hematuria. Roentgen examination showed a small 
calculus near the lower pole of the kidney. Opera- 
tion disclosed adhesions, particularly at the hilus. 
The ureter was thick and infiltrated. After removal 
of the stone through a nephrotomy incision the 
edges of the wound were compressed against each 
other. However, as soon as the compression was 
stopped the wound began to bleed again, and it 
finally became necessary to suture the wound with 
three catgut sutures tied over pads of fat. In this 
case the incision was larger than in the first case. 
The presence of the stone did not seem to explain 
the difficulty in hemostasis. 

These cases show that simple compression of the 
lips of the wound is sufficient for hemostasis in some 
cases but not in others. The author will continue to 
use it for small nephrotomy incisions. 

In the discussion, MICHON said that while second- 
ary hemorrhage might be caused by sutures, it will 
occur even without suture if the wound is infected. 
He believes that serious primary hemorrhages will 
be more frequent if sutures are not used. 

PaPIN agreed with Michon that sutures cannot 
be dispensed with in cases of large calculi or in kid- 
neys very much deformed, but said that he regards 
the method as applicable to small nephrotomy 
wounds. He reconstructs the fatty capsule, and fixes 
it firmly to the twelfth rib so that if secondary 
haemorrhage occurs it will be limited and operation 
can be done in time. Auprey G. Morcan, M.D. 
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Gruber, C. M.: The Function of the Ureterovesical 
Valve and the Experimental Production of 
Hydro-Ureters Without Obstruction. J. Urol., 
1930, Xxili, 161. 

Hydro-ureter due to partial or complete ob- 
struction is frequently observed. Hydro-ureter 
without obstruction is rare and has been attributed 
to ureteral spasm or trauma. Hydro-ureter asso- 
ciated with incompetence of the ureterovesical 
valve and patency of the orifices has been found in 
persons past middle life and has been considered 
congenital. 

The author reports the results obtained in ex- 
periments carried out on sixteen dogs and two cats. 
The bladder was opened through an abdominal 
incision and the ventral half of the right or left 
intravesical ureter was incised. After a period 
ranging from forty-five to two hundred and twenty- 
eight days the abdomen was re-opened and the 
bladder, ureters, and kidneys were studied while 
the animals were still alive. They were then killed 
and these organs were studied further. 

In all of the animals except those in which the 
intravesical ureter was not completely incised, two 
animals which probably developed infection and 
obstruction, and one animal in which the ureter was 
accidentally ligated, hydro-ureter resulted. To 
demonstrate that there was no obstruction and 
that the orifice was patent, the ureters and bladder 
were attached to mercury manometers and the 
intravesical pressure was increased. The curve of 
the pressure within the hydro-ureter followed that 
of the bladder pressure. To prevent error, the 
manometers were reversed. Photographs and 
photomicrographs were made of the normal ureter 
and the hydro-ureter. 

In three dogs, only a part of the ureterovesical 
valve was removed. In two, both of which were 
females, there were no changes. In the third dog, 
a male in which one-fifth of the valve remained, 
the valve was incompetent to high pressure and 
hydro-ureter resulted. 

Two pig bladders with hydro-ureters attached 
were studied. The ureterovesical valves were intact 
and there was no obstruction. The hydro-ureters 
were the result of inflammation and cedema. 

Spontaneous antiperistaltic and peristaltic con- 
tractions were demonstrated in a relatively early 
hydro-ureter. 

Draper and Braasch found one hydro-ureter in 
experiments on ten animals, seven of which were 
males. The examinations were made after from 
thirty-four to one hundred and sixty-three days. 
The hydro-ureter developed in the animal which 
was killed at the end of one hundred and sixty- 
three days. The difference in the results obtained 
in the two series may have been due to the short 
time allowed by Draper and Braasch. It is possible 
also that the valve may not have been completely 
cut in their experiments. Hydro-ureter develops 
more slowly in the female than in the male because 
the female urethra is shorter than the male urethra. 


Inflammation of the valve with thickening and 
cedema may permit reflux which will in time pro- 
duce hydro-ureter and possibly hydronephrosis. 
The condition of the valve may improve and if 
the examination is made after subsidence of the 
inflammation the hydro-ureter will be regarded 
as congenital. Ascending renal infections may be 
readily produced by infected bladder urine. 

The author draws the following conclusions: 

1. Incision of the ureterovesical valve, the intra- 
vesical ureter, in dogs produces hydro-ureter. 

2. Removal of from two-thirds to three-fourths 
of the intravesical ureter does not render the 
ureter incompetent to normal intravesical changes 
of pressure. 

3. Meatotomy is probably a safe procedure in 
clinical cases. D. M.D. 


McCown, P. E.: Primary Carcinoma of the Ureter. 
J. Am. M. Ass., 1930, xciv, 468. 


Following a review of the literature, the author 
reports a case of papillary carcinoma of the upper 
third of the ureter without any evidence of metas- 
tases or implantation along the ureter such as [re- 
quently occurs in papillomatosis of the kidney pcl- 
vis. The patient was practically symptomless and 
gave no history indicative of pyelitis or urinary in- 
fections. Repeated roentgenograms of the kidney, 
ureter, and bladder eliminated stone. The ureter 
was free from kinks as far as the catheter reached, 
and the kidney was of normal shape. There was no 
history of tuberculosis. The bladder mucosa was 
clear. Ureteral catheterization produced free hwm- 
orrhage such as would not be expected from the 
manipulation of a kink or stricture. 

The treatment in most cases of primary carci- 
noma of the ureter has been nephro-ureterectomy. 
Involvement of the ureteral orifice necessitates the 
removal of a surrounding portion of the bladder 
wall. Papin resected the ureter and joined the sev- 
ered ends by circular suturing, but such repair is 
liable to stricture formation. Legueu advised resec- 
tion followed by implantation of the central end into 
the bladder if possible. As papillomatous tumors are 
prone to metastasize by implants below the original 
level, the author believes that total ureterectomy 
should be done. C. Travers Stepita, M.D. 


BLADDER, URETHRA, AND PENIS 


Vintici, V., and Constantinesco, N. N.: Cystitis 
Secondary to Non-Bacillary Kidney Lesions— 
Renal Cystitis (Les cystities secondaires aux !c- 
sions renales non _bacillaries—cystites renalc:). 
J.@urol. méd. et chir., 1930, Xxix, 113. 


Cystitis originating from the kidney is caused and 
kept up by a kidney disease such as pyelonephrits, 
lithiasis, hydronephrosis, or tuberculosis. In renal 
tuberculosis it may be the only sign, the bacilli 
having passed through the kidney as through a 
filter without causing renal lesions. As pyelonepi:'i- 
tis is increasing in frequency, cystitis due to this 
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condition may be expected to become more common. 
It is more frequent in women than in men as preg- 
nancy is one of the factors in its causation. 

In the course of kidney diseases, suppurative or 
non-suppurative, the bladder may react through a 
rellex route without any anatomical changes (reflex 
cystalgia). This reaction is brought about by the 
inferior mesenteric ganglion which transmits the 
irritation from the diseased kidney to the bladder. 
In suppurative kidney lesions, cystitis is produced 
by the intermittent or continuous discharge of bac- 
teria into the bladder. In some cases the diagnosis 
of this form of cystitis is made from the co-existence 
of cystitis and kidney symptoms. When there are 
no kidney symptoms, it requires special examina- 
tions such as cystoscopy followed by catheterization 
of the ureters, pyelography, and possibly the inocula- 
tion of guinea pigs. 

The diagnosis of the kidney disease cannot be 
made from the bladder lesion. One and the same 
kidney disease may cause bladder lesions varying in 
nature and intensity. 

The prognosis depends upon the treatment. As 
soon as the kidney disease is cured the bladder 
lesions heal quickly. Ordinary lesions are not so 
destructive as tuberculous lesions. The treatment 
is that of the kidney lesion and may be medical or 
surgical. The surgical procedure may be nephrec- 
tomy, nephrotomy, or nephrolithotomy. Any per- 
sistent or recurrent cystitis which is not cured by 
ordinary treatment should be suspected of being 
renal in origin. Aubrey G. Morcan, M.D. 


Young, H. H.: The Treatment of Certain Vesical 
Neoplasms by Intravesical Resection of the 
Entire Bladder Wall with the Peritoneal Coat. 
J. Urol., 1930, xxiii, 269. 

The author describes a new procedure for resect- 
ing tumors situated fairly well down on the posterior 
wall of the bladder and not involving the vertex. 
The usual intraperitoneal resection is often unsatis- 
factory because of the difficulty in reaching the peri- 
toneum in the deepest part of the pouch of Douglas 
and the bladder below that point. The operation 
performed by Young is an intravesical resection of 
the entire wall with the peritoneal coat. The bladder 
is opened in the median line and the growth and 
adjacent bladder tissue are resected with the over- 
lying peritoneum, the peritoneum being opened after 
the entire posterior bladder wall has been cut 
through. The technique of the operation is de- 
scribed in detail. The seminal vesicles can also be 
resected if they are found involved. Because of the 
interposition of the two layers of Denonvilliers’ fas- 
cia there is no danger of injury to the rectum. Little 
difficulty is experienced in avoiding previously bou- 
gied ureters. In the female, the bladder may be 
closed tight and drained by a self-retaining mush- 
room catheter; in the male, suprapubic drainage is 
established. 

The author finds this technique more satisfactory 
than the so-called mobilization technique as it gives 
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a better view of the deeper portions, it prevents in- 
jury to important vessels, it is followed by better 
bladder functions, and it is associated with less dan- 
ger of infection. Maurice I. Metrzer, M.D. 


GENITAL ORGANS 


Dossot, R.: Cancer of the Prostate, Its Origin and 
Extension. J. Urol., 1930, xxiii, 217. 


Pathological studies show a relationship between 
prostatic adenoma and carcinoma. Years ago this 
relationship was emphasized by Albarran and 
Halle. Of the cases of prostatic adenoma reviewed 
by the author, 11.6 per cent showed malignant 
change. 

Pathologically, prostatic cancer is of two types: 
(1) the urethroprostatic adenoid cancer, which 
develops from adenomatous glands of the prostatic 
urethra, and (2) true cancer of the prostate, which 
develops from the prostate itself. The latter may 
co-exist with an adenoma. The author states that 
it is easy to find the transition points between 
epithelioma and adenoma if multiple sections are 
studied. 

In 134 cases of primary carcinoma of the prostate 
there were 61 urethroprostatic adenoid cancers, 46 
true cancers of the prostate, :7 adenomata sus- 
pected of degeneration, 6 probably true cancers co- 
existing with an adenoma, and 13 cancers the nature 
of which is not specified. Cancer and adenoma are 
associated in 58.7 per cent of the cases. 

Urethroprostatic adenoid cancer is a true entity 
characterized by a long phase of benign tumor with 
a short phase of malignant tumor. Carcinoma of 
the prostate spreads and invades adjoining tissues 
by way of the lymphatics or the blood vessels. 
Among the parts invaded are the seminal vesicles, 
the bladder, the rectum, and the cellular tissue of 
the bony pelvis. Infection is almost always present 
in the kidneys and ureters. Involvement of the 
lymphatic glands is frequent and extremely im- 
portant because it is the greatest obstacle to the 
radical treatment of carcinoma of the prostate. 
The glands most frequently involved are the ilio- 
pelvic glands (hypogastric, primary iliac, and ex- 
ternal iliac group) and the abdominal glands (pre- 
aortic, retro-aortic, precaval, and retrocaval). The 
inguinal glands were affected in only 3 of the cases 
reviewed. Cancerous glands are enlarged and hard 
and have a homogeneous aspect. 

Metastases to the bones are rather frequent in 
carcinoma of the prostate. The bones affected, in 
decreasing order of frequency of involvement, are 
the vertebral column (lumbar portion), the bones 
of the pelvis, the long bones, the skull, and the 
ribs. Bony metastases were first completely studied 
by Thompson and then by Recklinghausen. Bum- 
pus found them in 30 per cent, and Herbst and 
Thompson found them in 33 per cent of cases. 
Visceral metastases are uncommon. 

Important conclusions to be drawn from Dossot’s 
article are the following: 
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1. Prostatic cancer extends very rapidly to 
nearby organs. 

2. Only when treatment is given in the earliest 
stage is there any chance of a successful outcome. 
The best results are usually obtained when a 
prostatectomy is done for adenoma in which 
pathological section reveals areas of cancer cells. 
When cancer is suspected from the findings of 
palpation the disease has already spread too far. 

3. Prostatectomy is a true prophylaxis of cancer. 

4. Radium therapy has not fulfilled expectations. 
If only part of the gland is treated the course of 
the disease is hastened. 

5. Radical prostatectomy by the Young tech- 
nique has a high mortality and is often followed by 
fistula or partial or total incontinence; its late re- 
sults are very mediocre, a cure lasting more than 
three years being the exception. 

6. The results of combined surgery and radium 
irradiation are not encouraging. 

7. Entirely palliative measures are advisable— 
the passage of sounds, bladder irrigations, and, if 
urinary retention ensues, cystotomy. 

Dossot states that Legueu has entirely given up 
prostatectomy and partial operation when the 
clinical diagnosis of carcinoma has been established. 

At the conclusion of this article there is a rather 
vigorous rejoinder by Young and Colston to Dos- 
sot’s statements regarding the Young operation. 

Maurice I. Mettzer, M.D. 


Marion: Tamponade After Prostatectomy (A 
propos du tamponnement aprés la prostatectomie). 
J.d'urol. méd. et chir., 1930, xxix, 187. 


Some surgeons say that tamponade does not 
affect hemorrhage after prostatectomy, but the 
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author maintains that it has a decided hemostatic 
action and that anyone who claims that it does not 
has failed to apply the tampon properly. If the 
tampon is not introduced very carefully, it slips into 
the bladder and in that event, of course, does nut 
control the hemorrhage from the bed of the pros- 
tate. 

While tamponade may cause painful contractions 
of the bladder necessitating the use of pantopon 
to stop the pain, such contractions sometimes occ iir 
in the bladder without tamponade because of the clu is 
which form in the prostatic cavity. Moreover, in 
some cases tamponade does not cause contractions. 
When, in infected cases, the tampon causes a rise 
of temperature from retention back of it, the author 
removes it a little earlier than usual. Removing i've 
tampon is of course painful, but if an injection «{ 
morphine is given an hour before, it is genera!!y 
very well borne. If removal causes a secondary 
hemorrhage, the insertion of another tampon may 
be necessary. In spite of its disadvantages, the 
author will continue to use the tampon because je 
has found the course to be much better in cases 
with tamponade than in those without it. 

He folds a piece of iodoform gauze about 50 cin. 
long until he has a layer of from eight to ten thick- 
nesses about 4 cm. wide. He fixes to this firm silk 
suture material and inserts it with a forceps, hali in 
the bladder and half in the bed of the prostate. lie 
then packs it carefully into the prostatic cavity 
until the cavity is entirely and firmly filled and none 
of the gauze projects into the bladder. He generally 
leaves the tampon in until the sixth day, but removes 
the large prostatectomy tube at the end of forty- 


eight hours, substituting for it one of his No. 40 


tubes. Auprey G. Morcan, M.D. 


Sl 
D'I: 
B 
ane} 
Asi 
ane 
the 
eros 
vert 
ar’ 
7 
hav 
gral 
five 
Mir 
T 
one 
The 
the 
bra 
yea 
this 
thr 
size 
and 
ver 
twe 
to | 
ver 
cap 
mu 
tral 
hist 
car 
its 
atic 
ma 
deg 
7 
bee 
tis 
trai 
tiss 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


D'Istria, A.: Erosion of the Vertebrz by Aneurism 
(Usure vertebrali da aneurisma). Radiol. med., 
1930, XVii, I. 

Both the clinical and the roentgen diagnosis of 
aneurism of the aorta is often extremely difficult. 
A sign of great aid is erosion of the vertebrae by the 
aneurism. As a rule several vertebre are eroded and 
the general outline of the erosion is round. The 
erosion is most marked at the centers of the ver- 
tebre and shows a tendency to spare the interver- 
tebral disks and the thin covering plates of the 
vertebra. There are no changes of structure in the 
parts of the vertebra that are not eroded. 

The author discusses the various theories that 
have been advanced to explain erosion of the ver- 
tebra by aneurism and concludes from his roentgeno- 
grams that the action is mechanical. He reports 
five cases. Aubrey G. Morcan, M.D. 


Mirolli, A.: A Sarcoma Developing from Paraverte- 
bral Traumatic Myositis Ossificans (Di un sar- 
coma sviluppatosi da una ossificazione muscolare 
traumatica paravertebrale). Arch. ital. di chir., 1930, 
xxv, 298. 

The case reported was that of a workman thirty- 
one years of age who fell violently upon his back. 
The injury caused a large hemorrhagic suffusion to 
the right of the spines of the lower six thoracic verte- 
bra, an area which had previously been normal. A 
year later a plum-sized painless tumor appeared in 
this region. The neoplasm remained stationary for 
three years and then began to enlarge, attaining the 
size of a lemon within several months. It was hard 
and not tender, and was situated in the deep para- 
vertebral muscles to the right of the eleventh and 
twelfth dorsal spines. The roentgenogram showed it 
to be irregularly opaque and not connected with the 
vertebra. 

At operation, the tumor was found to be well en- 
capsulated and to lie in the longissimus dorsi and 
multifidus spine muscles. It was dissected out. Cen- 
trally, it was white and bony hard and showed the 
histological structure of spongy bone. There was no 
cartilage. Peripherally, it was grayish and softer and 
its histological appearance suggested active prolifer- 
ation. The nuclei were irregular and rich in chro- 
matin. Vessels were numerous. There were areas of 
degeneration and calcification. 

The author reviews the various theories that have 
been advanced regarding the pathogenesis of myosi- 
tis ossificans. He believes that hemorrhage from 
trauma results in the formation of young connective 
tssue which forms bone by metaplasia. He states 
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that Tubenthal and Solieri have each reported a case 
in which a neoplasm developed in traumatic myositis 
ossificans. Mirolli believes that in his case the rapid 
growth of the tumor and the histological findings 
justify the diagnosis of sarcoma developing on the 
basis of traumatic myositis ossificans, and that his is 
the third such case to be reported. 
C. D. HAAGENSEN, M.D. 


Rogers, H.: A Case of Solitary Plasma-Celled 
Myeloma. Brit. J. Surg., 1930, xvii, 518. 


The case reported was that of a man thirty-four 
years of age who broke his right femur with little 
or no violence and was treated for an uncomplicated 
fracture. About a month later he sustained an 
injury to the fractured leg which produced swelling. 
Six months later there was a large fusiform swelling 
firmly attached to the bone which showed a honey- 
combed appearance in the mass of callus uniting the 
fracture. At operation, the mass was scooped out. 
Ten days later, radivm needles (150 mgm.) were 
inserted into the cavity and left in place for a day. 
The wound continued to discharge. Four months 
later a second operation was performed and radium 
was used for two days, but the discharge and pain 
continued. Six weeks later, at a third operation, 
plaster of Paris was placed in the cavity. A month 
later amputation was done. 

The growth was found to be composed of cells 
morphologically identical with the plasma cell of 
subacute inflammation and seemed to bear no rela- 
tion to generalized myelomatosis. The author states 
that while multiple myelomata of the plasma type 
are comparatively common, cases showing a solitary 
focus appear to be rare. He defines the myeloma 
as a new-growth which arises in the bone marrow 
and occurs most frequently in the long bones. 

Rogers believes that the large dose of radium 
used in his case brought about radium necrosis which 
prevented not only recurrence of the tumor but 
also the normal reparative process. 

Rosert V. Funston, M.D. 


Mandl, F.: Regeneration of the Interarticular 
Cartilage of the Human Knee (Regeneration 
des menschlichen Kniegelenkzwischenknorpels). 
Zentralbl. f. Chir., 1929, p. 3265. 

The author reports two cases of chondromalacia 
of the patella in which, following a cartilage opera- 
tion, a second arthrotomy was done because of the 
persistence of symptoms. In both, the second opera- 
tion disclosed a delicate structure which resembled 
an interarticular cartilage in form, structure, and 
position, and grew from the joint capsule toward 
the lumen of the joint. In the second case, in which 
the symptoms were caused by a thick articular band 
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passing from the anterior fat pad to the inter- 
condylar eminence, the second operation revealed, in 
the place of the previously resected meniscus, a fold- 
like structure which, although it did not cover the 
articular surface of the tibia to the same extent as 
the normal cartilage, nevertheless proliferated in a 
delicate lamellar form from the border of the capsule 
toward the center of the joint and distinctly showed 
the form of a meniscus. 

In a third case, in which the luxated portion of 
the left median meniscus had been resected obliquely 
three years previously, autopsy revealed a delicate 
meniscus showing the usual form of a meniscus and 
covering the articular surface of the tibia to the 
normal extent. The border of the regeneration was 
indicated by a delicate white obliquely coursing 
cicatrix. 

These.findings demonstrate that there need be no 
hesitancy in extirpating an interarticular cartilage 
for fear that the mechanics of the joint may suffer. 
If only the diseased portion of the interarticular car- 
tilage is resected, a complete and fully serviceable 
regeneration is possible. Therefore the extension of 
the indications for operation that has been made in 
recent years seems justified. ERLACHER (Z). 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Schaap, C.: A Review of the Results of Treatment 
of 265 Patients with Tuberculosis of the Bones 
and Joints (Uebersicht ueber die Behandlungsre- 
sultate von 265 Kranken mit Knochen- und Gelenk- 
tuberkulose). Geneesk., 1929, XXvii, 459. 


The portals of entry for the tubercle bacillus are 
the nasal cavity, the lungs, and the gastro-intestinal 
tract. The first signs of infection by this bacillus 
are swellings in the regional lymph glands. In 14 
cases of tuberculosis of the cervical lymph glands in 
children from one and a half to five years of age, 
Oehlecker demonstrated the bovine bacillus 4 times. 
Tuberculosis of the bones and joints is always to be 
considered a secondary infection which has come 
about by way of the lymph or blood stream. The 
tuberculous bone foci develop as a rule in the epi- 
physeal line. When they occur in the diaphyses 
they are easily confused with osteomyelitis. 

The tuberculin test is not decisive in the diagnosis 
of tuberculosis of bone. Of greater significance is the 
roentgenogram, but even this may fail in the early 
stage of the disease. Changes in the roentgenogram 
suggesting tuberculosis are variations in the calcium 
content, the form, and the structure of the bone. 
Striking features noted on clinical examination are 
considerable atrophy of muscle and a reflex muscle 
spasm with all phases of motion. 

The question as to whether conservative or opera- 
tive treatment is to be preferred must be decided 
according to the findings in the given case. Tuber- 
culosis in children should almost always be treated 
conservatively. Because of the favorable results of 
heliotherapy and of roentgen irradiation in minute 
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doses, the treatment of tuberculosis of the joints has 
also become more conservative. 

Among 265 patients with definite tuberculosis of 
the bones and joints which were observed during the 
years from 1910 to 1927 there were 41 with involve- 
ment of the knee joint. Of the latter, 22 were women 
and the infection was in the active stage in 20. (Of 
those with active tuberculosis, 2 died, 4 are still 
under treatment, and 13 were cured. The remaining 
2r were admitted to the hospital for treatmen! of 
sequelz of healed tuberculosis, such as severe con- 
tractures. 

From these cases the conclusion is drawn that 
tuberculosis of the knee joint is a serious dis:.se 
which requires several years for cure, sometimes 
more than five years; that the joint heals with | )ni- 
tation of motion; and that a bony ankylosis is pref- 
erable to ankylosis by connective tissue. Up to ‘he 
fifteenth year of life, tuberculosis of the knee jw int 
should be treated conservatively. After the fiftecnth 
year, resection of the joint may be considered. 

In tuberculosis of the bones of the foot, inv! ve- 
ment of the metatarsal bones has a more favorible 
prognosis for cure than tuberculosis of the ankle. 
Of 37 patients with tuberculosis of the ankle, 20 
were women and in 20 the infection was in the active 
stage. Five died and 2 could not be traced. !i 2 
of the remaining 28 cases pulmonary tuberculosis 
was present, and in 10 there were other tuberculous 
foci. In 5, there was a bilateral tuberculosis of the 
ankle, and in 3 an associated tuberculosis of the el- 
bow. Operative treatment, resection of the dis- 
eased bone, did not give satisfactory results. Am- 
putation should be reserved for extreme cases. 
Tuberculosis of the ankle should be suspected in 
every case of “‘pes contractus” which has persisted 
for some time. Conservative treatment is the method 
of choice. For tuberculosis of the anterior portion 
of the foot, roentgen irradiations are to be recom- 
mended. 

Of 72 cases of hip-joint disease, 10 were considered 
Legg-Perthes disease. Of the 62 others, 31 were 
cases of tuberculosis in the active stage. Fifty of 
the patients in the second group were followed up. 
Ten died. The duration of the disease in the 30 
cases in which this was investigated ranged from 
two to five years. Seven of the 31 patients with 
active tuberculosis of the hip showed no abnormal 
posture of the joint, but 21 presented considerable 
flexion and adduction and 6 showed also consi ler- 
able elevation of the greater trochanter. Fifteen of 
the patients with active tuberculosis could no! be 
traced. Of the remaining 16, 6 showed a bony 
ankylosis in good position. Of the 31 patients ith 
healed tuberculosis of the hip, 5 died and 5 could 
not be traced. Of the 20 others, 13 showe!! an 
ankylosis. Nine bony ankyloses and 1 fibrous aky- 
losis occurred with good position. In 4 cases, the 
position of the joint was less favorable. In 1 case 
a pathological luxation was reduced. None o: the 
hips had good motion. The shortening of a iew 
centimeters was well overcome by the patients. 
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From these cases it is evident that tuberculosis 
of the hip is a serious disease which requires many 
years fora cure. In the active cases, operation comes 
up for consideration only in the presence of second- 
ary infection. As a rule, healing takes place with 
ankylosis. During the first year an orthopedic appli- 
ance should be employed. Flexion contractures may 
be relieved by subtrochanteric osteotomy. When 
the acetabulum is shallow, the bifurcation of Lorenz 
is indicated. 

Of 108 cases of tuberculosis of the vertebra, the 
condition was in the active stage in 46 males and 
37 females, and in the healed stage in 9 males and 
16 females. In 5, the site of the tuberculosis was 
in the cervical vertebrx; in 79, in the dorsal verte- 
bre; and in 24 in the lumbar vertebra. Of the 
yatients with active tuberculosis, 23 died. Among 
these there were 3 with tuberculosis of the cervical 
vertebra, 15 with tuberculosis of the dorsal verte- 
bree, and 5 with tuberculosis of the lumbar vertebre. 
Of the last group, 3 died from meningitis. The 
mortality was 60 per cent in the cases of tubercu- 
losis of the cervical vertebre, 47 per cent in those 
of tuberculosis of the first to fourth dorsal vertebra, 
7 per cent in those of tuberculosis of the fifth to 
eighth dorsal vertebre; 22 per cent in those of tuber- 
culosis of the ninth to twelfth dorsal vertebra, and 
25 per cent in those of tuberculosis of the lumbar 
vertebre. The prognosis is therefore most unfavor- 
able in tuberculosis of the cervical vertebra and the 
uppermost dorsal vertebra. Healing of spondy- 
litis takes several years. Twenty of the patients had 
other tuberculous foci. Pulmonary tuberculosis was 
found in 4 cases. According to the roentgenograms, 
the disease involved 1 vertebra in 9 cases, 2 vertebra 
in 30 cases, 3 vertebrae in 10 cases, 4 vertebra in 
3 cases, 5 vertebra in 2 cases, 6 vertebre in 1 case, 
and 7 vertebra in 1 case. Cold abscesses were found 
in the roentgenogram in 109 of 32 cases and by pal- 
pation in only 6 cases. Of 15 cases of tuberculosis 
of the lumbar vertebra, a psoas abscess was found 
in 7. Symptoms of paralysis of the arms or legs 
appeared in 33 cases. The mortality in such cases 
was only 1 per cent greater than the mortality in 
cases of tuberculosis of the vertebral column. Lami- 
nectomy, which was done in 2 cases, gave very good 
results in 1 case. In the majority of the cases the 
symptoms of paralysis receded spontaneously. Pas- 
sive and active motion was employed to strengthen 
the muscles. In the gibbus formation, the upper 
dorsal vertebra were involved most frequently, the 
lower dorsal and the lumbar vertebra next most 
frequently, and the cervical vertebre least fre- 


quently. Six patients were operated upon by the’ 


Albee method. The bone graft healed in well in a 
few cases, but was fractured in 1. In most of the 
cases of tuberculosis of the cervical vertebra a plas- 
ter cast applied in lordosis and the use of a Glisson 
sling were sufficient. For insufficiency of the back 
muscles an orthopedic corset should be ordered. 
Tuberculosis of the shoulder was found in 2 cases. 
It appeared in the form of omarthritis sicca and 
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healed without treatment. Ankylosis resulted, but 
the arm could be used. The shoulder joint should 
be fixed in abduction of 60 degrees. 

Among 9 cases of tuberculosis of the elbow, the 
condition was in the active stage in 3 females and 
2 males. The disease may persist for many years. 
Its longest duration in the cases reviewed was thirty- 
eight years. It almost always runs a favorable 
course and heals with relatively good motion. Flex- 
ion of 90 degrees is to be considered the most 
favorable position. 

Good healing occurred also in 5 cases of spina 
ventosa. Shortening occurred in only 1 case, in 
which the focus was situated in the immediate 
vicinity of the osteogenetic layer. 

Of the total number of 265 patients, 205 were 
less than seventeen years of age at the beginning 
of the disease. Of these, 35 showed involvement of 
the knee; 25, involvement of the ankle; 45, involve- 
ment of the hip; 89, involvement of the spine; 8, 
involvement of the elbow; and 3, involvement of 
various joints. In the calculation of the mortality 
rate, 20 patients who could not be traced were ex- 
cluded. Of the remaining 245 patients, 46 (nearly 
19 per cent) died. Thirty-four of those who died 
were less than twenty-five years of age. In 24 of 
27 cases in which autopsy was performed, tuber- 
culosis was found to be the cause of death. In 24 
per cent of the cases the duration of the treatment 
was longer than five years. These included 8 cases 
of tuberculosis of the knee, 4 of tuberculosis of the 
ankle, 3 of tuberculosis of the hip, and 9 of tubercu- 
losis of the vertebri. 

The treatment of tuberculosis of joints is carried 
out best in private sanataria for tuberculosis. 

DuNCKER (Z). 


Oudard, M.: Two Cases of Essential Cyst of the 
Humerus Treated by Operation (Deux cas de 
kystes essentiels de l’humérus opérés). Rev. d’orthop., 
1930, XXXVli, 37. 

The first case reported was that of a boy about 
twenty years of age who entered the hospital with 
a fracture of the arm which occurred when he threw 
a hand grenade. The patient stated that in youth 
he had fallen on his elbow and after the accident 
had noticed an increase in the size of the arm. The 
swelling was not painful. It was difficult for the 
author to obtain exact information regarding the 
condition as the patient was an African and spoke 
little French. 

Roentgen examination after the fracture dis- 
closed a cystic lesion occupying the upper two-thirds 
of the humerus. The fracture was at the distal 
extremity of the lesion. The Wassermann reaction 
was positive and Vernes’ reaction was 71. 

At operation, an immense unilocular cyst with 
serosanguineous contents and a very thin anterior 
wall was found. There was no cellular lining. The 
cavity was widely opened and dried, and bone 
transplants which were obtained from both tibie 
were introduced. 
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Union took place in the usual time. Anti-syphilis 
treatment was not given. The patient could not be 
traced after he was discharged as he returned to 
Africa. 

The second case reported was that of a young man 
who sustained a fracture of the humerus while he 
was exercising on the horizontal bar. He felt his 
arm crack and then fell. The upper third of the 
humerus was found to be greatly thickened by a 
cyst. The fracture occurred at the juncture of the 
upper and middle thirds. There was nothing sig- 
nificant in the patient’s history. Syphilis was denied. 

When the cyst was opened it was found to be uni- 
locular and to lack a cellular lining. Its contents 
were serosanguineous. Complete union of the fracture 
occurred in twenty-eight days. Examination six 
months later revealed slight thickening of the upper 
third of the humerus. There was no pain. The 
shoulder and elbow joints were normal, and there 
was no amytrophia. A roentgenogram showed a 
regular fusiform callus and obliteration of the 
medullary cavity. FLORENCE A, CARPENTER. 


Ludloff: Another Successful Plastic Operation on 
the Crucial Ligaments of the Knee Joint 
(Weitere Erfolge der Kreuzbandplastik des Knie- 
gelenks). Zentralbl. f. Chir., 1930, p. 53. 


The case reported was that of a man twenty-five 
years of age who had suffered an injury to the knee 
joint five years previously. The injury at first 
caused marked pain and swelling. Subsequently, 
there was a persistent disturbance of the function of 
the joint. 

When the patient was examined by the author, 
the subluxation phenomenon (flail-joint action) 
could be elicited. At operation, the pre-operative 
diagnosis of detachment of the anterior crucial 
ligament from the tibia was confirmed. The liga- 
ment was markedly shrunken. The plastic operation 
described by Ludloff in 1927, in which a silk ligature 
enveloped in a fascial strip is substituted for the 
crucial ligament, was done. The artificial ligament 
was inserted through holes bored in the condyles 
of the femur and tibia in the direction of the normal 
course of the crucial ligament. 

Healing occurred by primary intention. In the 
subsequent manipulations of the joint great care 
was used. At the time of this report, eight weeks 
after the operation, function of the joint was already 
normal. There was no restriction of motion, and sub- 
luxation could no longer be elicited. 

In the discussion, JUENGLING (Stuttgart) reported 
that he had used’ Perthes’ operative technique 
several times with good results. In this procedure 
the crucial ligament is fastened back with a wire 
suture. In other forms of crucial ligament injury, 
such as those in which the ligament is lacerated 
but is not torn from its attachment, the method is 
less useful. In one such case, Juengling replaced 
the ligament which had almost entirely disappeared, 
by a loop of wire. Five months later there was a 
recurrence; at least, the subluxation phenomenon 
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could be elicited both actively and passively. In 
the operation for resection of the joint which was 
then performed, it was found that the wire had 
healed in smoothly, had not produced any signs of 
irritation, and was as tensely stretched as ever, 
The cause of the subluxation was therefore uncer- 
tain. However, this was not strange as subluxation 
may occur even in the presence of an intact crucial 
ligament. The patient has a claim for disability 
compensation. Juengling states the mental make- 
up of the patient will have an effect on the results of 
treatment. In this connection he cites the cases of 
two members of one family who were cured of ha)it- 
ual luxation of the shoulder by psychotherapy. 
E. (Z.. 


FRACTURES AND DISLOCATIONS 


Benassi, E.: Experimental Detachment of the 
Epiphysis and Rachitiform Changes Produced 
by Strontium (Distacchi epifisari speriment:|i 
‘alterazioni rachitiformi da stronzio). Chir. d. 0). 
di movimento, 1930, Xiv, 397. 

The author found that in young growing rabhits 
strontium poisoning causes histological and rocnt- 
genological changes in the bones very similar to 
those occurring in rickets. 

Non-operative experimental detachment of the 
epiphysis at the upper end of the tibia in young 
growing rabbits always takes place in the cartilage, 
generally in the dentate zone and less frequenily 
in the vascular juxta-epiphyseal layer. When left 
to itself, the detached fragment soon consolidates 
again, no immobilizing apparatus being necessiry 
for union. In a few days the roentgenogram of the 
injured side differs from that of the other side only 
in showing a slightly wider joint fissure. Soon even 
this difference disappears. The injured bone is never 
shortened and its growth is equal to that of the cor- 
responding bone on the other side. Neither histo- 
logical nor roentgen examination shows complete or 
incomplete ossification of the cartilage. The car- 
tilage soon resumes its function, and development 
is normal. 

The rachitiform changes produced by strontium 
are more marked on the side on which detachment 
of the epiphysis has occurred. ‘Treatment with 
strontium very evidently affects healing of the de- 
tached fragment, causing it to occur more irregul:irly 
and rapidly and with the formation of exuberint 
callus. Aubrey G. Morcan, M.!). 


Demel, R.: The Operative Treatment of Fract1res 
(Die operative Frakturbehandlung). Beitr. s. 
Chir., 1929, cxlviii, 147. 

The chief purpose of this report is to show ‘that 
the limits of the operative treatment of fraci res 
have been restricted since it has become recognized 
that the functional result does not depend absolutely 
on the position of the fragments and that it is not 
possible to determine in every case whether oper: tive 
or non-operative treatment will be best. Non-opcra- 


tiv: 
asi 
an 
ex} 
( 
Eis 
(2.! 
cep 
tre: 
onl 
Ne 
me 
cat 
inte 
call 
joit 
thr 
tur 
wit 
tur 
fore 
fem 
firs' 
ope 
the 
/ 
ced 
ad\ 
wit 
Kir 
Of 
pril 
nec 
ins 
Las 
a |, 
fles 
wal 
acc 
her 
the 
] 
spi 
Aci 
pas 
axi 
phi 
on 
Ro 
ode 
dis! 


tive treatment has been considerably advanced by 
a study of the mechanics of the muscles in reduction 
and by the development of extension procedures. 
“The field of its application increases with increasing 
experience of the surgeon.” 

Of 5,095 cases of fracture treated at the von 
Eiselsberg clinic during the last five years, only 147 
(2.8 per cent) were operated upon. With few ex- 
ceptions, it is justifiable to attempt non-operative 
treatment first. Operative treatment is indicated 
only when non-operative treatment has failed. 
Nevertheless, the indications for operative treat- 
ment are sufficiently numerous. The general indi- 
cations include crushing fractures, fractures asso- 
ciated with injuries of blood vessels or nerves or the 
interposition of soft parts, threatening bridging 
callus, certain separations of the epiphyses, isolated 
joint fractures, malunited fractures, and pseudar- 
throses. The special indications are depressed frac- 
tures of the vault of the skull, vertebral fractures 
with transverse paralysis, isolated luxation frac- 
tures, avulsion fractures, many fractures of the 
forearm, and certain fractures of the neck of the 
femur. Operation is best performed at the end of the 
first week. An attempt should be made to change 
open fractures into closed fractures by treatment of 
the wound. 

The author reviews the various operative pro- 
cedures, with emphasis on the advantages and dis- 
advantages of each. He himself prefers suturing 
with a rustless steel wire by means of a modified 
Kirschner traction forceps and without soldering. 
Of 102 cases treated in this manner, healing by 
primary intention occurred in all but 1 and it was 
necessary to remove the wire in only 5. In no 
instance did the wire break. K. H. Bauer (Z). 


Lasagna, R.: Fracture of the Odontoid Process of 
the Axis with Anterior Luxation of the Atlas 
without Cord Symptoms (Frattura del dente 
dell’epistrofeo con lussazione anteriore dell’atlante 
senza sintomi midollari). Chir. d. organi di movi- 
mento, 1930, Xiv, 499. 

A woman twenty-six years of age, in coming down 
a ladder, caught her skirts and fell with her head 
flexed between the lower step of the ladder and the 
wall. She did not lose consciousness. After the 
accident she complained only of pain on moving 
her head and she held her head flexed forward with 
the neck rigid. 

Examination revealed marked protrusion of the 
spinous process of the second cervical vertebra. 
Active movement of the head was impossible, and 
passive movements caused pain at the level of the 
axis. Examination of the posterior wall of the 
pharynx revealed nothing abnormal except pain 
on pressure. There was no disturbance of sensation. 
Roentgen examination showed a fracture of the 
odontoid process of the axis with moderate forward 
dislocation of the atlas. 

A plaster cast which held the head in slight trac- 
tion was applied and left on for two months. Six 
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months after the accident there was perfect clinical 
cure with no deformity and no limitation of move- 
ment. Roentgen examination revealed moderate re- 
duction of the forward dislocation of the atlas. ‘The 
outline of the odontoid process was found to be 
somewhat less clear than in the preceding roentgeno- 
gram; the fracture line could be seen, but there was 
a slightly opaque process connecting the base of the 
process with the anterior surface of the body of the 
vertebra. 

Since the beginning of the roentgen era only 
twenty-two cases of fracture of the odontoid process 
with forward dislocation of the atlas have been re- 
ported. In almost all of them the fracture was caused 
by violent exaggerated flexion of the head. Though 
the condition causes scarcely any symptoms, the 
prognosis is doubtful because of the possible late 
results. A roentgen examination should be made in 
all cases. 

The treatment is long immobilization. Attempts 
at reduction are absolutely contra-indicated. It is 
generally agreed that bony consolidation does not 
occur, and as two months are sulticient for the 
formation of fibrous callus, immobilization need not 
be kept up any longer than that. 

Aubrey G. Morcan, M.D. 


Fairbank, H. A. T.: Congenital Dislocation of the 
Hip; with Special Reference to the Anatomy. 
Brit. J. Surg., 1930, xvii, 380. 

Fairbank’s discussion of the anatomical variations 
in congenital dislocation of the hip is based on a 
study of thirty-five museum specimens (including 
forty-six dislocated hips), fifty open operations on 
this deformity (in twenty-six of which the joint 
was opened), and a review of the literature. The 
specimens represented all age periods from infancy 
to adult life and revealed the sequence of develop- 
ment of various types of acetabular head, articular 
facets, and false acetabula. Of particular interest 
were the changes in the bone behind the acetabulum 
with the accasional formation of a facet in this spot 
and the ischiocapsular band which forms a sling 
over the neck of the femur. The chief muscles which 
supplement the capsule are the psoas in front and 
the obturators and their associates behind. The 
author reviews the various factors which may con- 
tribute toward the characteristic gait in congenital 
dislocation of the hip and the causation of the pain 
in later life. 

With regard to treatment, Fairbank discusses 
arthrodesis, osteotomy, the shelf operation, and ex- 
cision of the head of the femur. He states that the 
majority of patients who are treated in early child- 
hood are cured by the manipulative method, and 
that an ever-increasing number of the others should 
be cured by open operation. He concludes that at 
present arthrodesis is unquestionably the best 
method of permanently relieving the pain, but that 
osteotomy is of value in a few selected cases. He 
believes that the shelf operation is still on trial. 

Rosert V. Funston, M.D. 
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Parcelier, A., and Chenut, A.: Osteosynthesis of 
the Diaphysis of the Femur with the Knee 
Flexed (L’ostéosynthése de la diaphyse fémorale 
genou fléchi). Rev. de chir., Par., 1929, xlviii, 563. 

The authors emphasize that osteosynthesis of the 
shaft of the femur does not give its best results un- 
less it is performed with the knee flexed by Lam- 
botte’s method. The opponents of osteosynthesis 
object to it because they claim that it leaves the 
knee rigid and they believe it better to have a short- 
ening of as much as 3 cm. with a flexible knee than 
a limb without any shortening but with a rigid joint. 
In reply to this objection the authors state that the 
rigidity is due to the technique ordinarily used, in 
which the limb is immobilized, generally in a plaster 
cast, after the operation, and that mobility of the 
knee is perfectly preserved by Lambotte’s method 
with the knee flexed and without the use of a plaster 
cast after the operation. They emphasize that the 
osteosynthesis must be absolutely solid for if a for- 
eign body is not solidly fixed it is very badly toler- 
ated. The only way of fixing the fractured bone 
with sufficient solidity is the application of a Lam- 
botte plate. Lambotte’s plates are steel plates 14 
cm. long and 1 cm. thick. A plate of this type can 
be used for either a transverse fracture or a very 
oblique fracture. It should be placed on the lateral 
surface of the femur if possible. 

In the procedure followed by the authors, the 
osteosynthesis is done as in other methods. When 
it is finished and the plate has been screwed on tight, 
an assistant flexes the knee beyond a right angle by 
sliding the heel along the table, the operator watch- 
ing the plate closely all the time. If there is any 
movement of the plate on the tissues the wound is 
not sutured with the knee flexed. If the plate is 
absolutely firm, the wound is sutured with the soft 
parts under tension. The patient is placed in bed 
and his leg immobilized with pillows, one on each side 
of the limb and the third on its anterior surface. 

Frequently there is cedema of the foot, and occa- 
sionally there is pain in the heel. Sometimes even 
a bedsore develops on the heel. Pain in the heel 
and bedsores may be prevented by resting the sole 
of the foot on a cushion, leaving the heel free. 

The day after the operation the limb is gently 
extended on the bed. This cannot be done without 
causing pain as it relaxes the sutures of the soft 
parts. In half an hour the limb is put back in a 
flexed position with the same care. The replacement 
can be done without causing pain. In the afternoon 
the same manipulations are repeated. The time 
during which the limb is left extended is rapidly 
increased until at the end of about two weeks the 
patient lies with the limb extended during the day 
and flexed during the night or vice versa. In this 
way normal mobility can be brought about without 
any effort on the part of the patient—in fact, almost 
in spite of him, for most of the cases in which the 
operation is done are industrial cases and the patient 
is often more interested in obtaining compensation 
than in having normal function restored. 
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At the end of the first month, active movements 
of flexion and extension are made with the foot rest- 
ing on the bed. At the end of the second month 
the patient is told to make the movements hims:|f 
while he sits on the bed with his legs hanging over. 
Then graduated effort is encouraged by attaching 
sandbags weighing 1, 114, and 2 kgm. The paticit 
is not allowed to attempt to walk before the bevin- 
ning of the fourth month. 

If osteosynthesis is performed in this way with 
absolute asepsis and perfectly firm fixation there » ||| 
be no shortening of the limb and the normal mo|)'!- 
ity of the knee joint will be preserved. Trop) 
disturbances will be minimal as the surest way ‘1 
limit them is early active mobilization. 

The disadvantages of the method are the pos. 
bility of infection resulting in osteitis or fistula aid 
the delay in the formation of callus. When the 
patient is allowed to walk it is impossible to siv 
whether there is a solid callus or whether the solic: \ 
of the limb is due to the plate. Therefore the plsic 
may loosen after he has walked for several divs 
and another fracture may occur. However, the p-- 
sibility of a second fracture is common to all methoi's 
of osteosynthesis. The only way to avoid it is to 
limit the denudation of the bone to the place wh: re 
the plate is to be screwed on, keep the patient from 
walking before the end of three months, and wath 
him very carefully when he begins to walk. 

The authors report ten cases with photogray)is 
and sketches showing the results. 

Aubrey G. Morcan, M.D. 


Benelli, C.: Irreducible Traumatic Dislocation of 
the Knee (Lussazione traumatica irriducible (c! 
ginocchio). Chir. d. organi di movimento, 1939, xiv, 
436. 


The patient whose case is reported was a man 
seventy-four years of age. A cart-load of wool 
slipped from the cart he was driving and fell on jis 
right leg. After the accident no skin lesion wis 
found but the transverse diameter of the knee Was 
greatly increased, the lower end of the femur pro- 
truded forward and inward, the upper end of the 
tibia was displaced laterally and a little backward, 
and the tibia was rotated outward on its longitudinal 
axis so that the lateral condyle not only protrud«d 
outward, but was in a posterior plane with reference 
to the inner condyle of the femur. The patella \«s 
rotated to the outside of the lateral condyle of the 
femur, inclined laterally, and firmly fixed in the 
abnormal position, and on the median side of ‘he 
joint along the joint line there was a depression of 
the skin that seemed to be adherent to the unde'.)- 
ing tissues. Active movements were absolutely i%- 
possible and passive movements were very lim)! 
and painful. Attempts at non-operative reduction 
were unsuccessful. 

Operation showed that the irreducibility \ 0s 
caused by a large muscle bundle from the va-'us 
medius which was caught in the intercondy «id 
groove and surrounded the medial condyle in (ie 
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same way as a buttonhole surrounds a button. When 
this muscle was lifted away from around the con- 
dyle the bones could be easily replaced in their nor- 
mal position. 

{he postoperative course was good at first, but 
necrosis necessitated amputation of the leg two 
months after the operation. The development of the 
necrosis was due, not to the operation, but to the 
patient’s age and the presence of advanced arterio- 
sclerosis. 

In a review of the literature the author was able 
to find only nine cases of incomplete traumatic 
posterolateral luxation of the knee joint which was 
irreducible because of the interposition of tissue. 
He reviews these cases briefly. He states that if 
the leg is flexed during the movement of abduction 
which causes the luxation the ligaments are lacerated 
obliquely from below upward and from without in- 
ward, this laceration forming a flap of ligament 
which is caught in the gaping joint and passes be- 
neath the medial condyle. When the limb is ex- 
tended, the flap is fixed between the femur and the 
tibia. The mechanism is the same whether the inter- 
posed tissue is muscle or ligament. ‘Two character- 
istics of such an injury are absolute fixation of the 
patella and a depression in the skin beneath the 
condyle. The only treatment is operation. ‘The 
prognosis is rather serious as complete recovery with 
good function resulted in only five of the ten cases 
reviewed, ankylosis resulted in four, and amputation 
was necessary in one. Avuprey G. Morcan, M.D. 


Madlener, M. J., and Paas, H. R.: Patellar Frac- 
tures and Their Sequelz, with Special Regard 
to Arthritis Deformans (Ueber Patellarfrakturen 
und ihre Folgezustaende, unter besonderer Berueck- 
sichtigung der Arthritis deformans). Arch. f. klin. 
Chir., 1929, clvi, 445. 

The authors have followed up sixty-one cases of 
fracture of the patella which were treated in the sur- 
gical clinic of the Citizens’ Hospital of the University 
of Cologne during the period from 1919 to 1928. In 
eleven cases the fracture was very evidently due to 
a direct trauma and in three to an indirect trauma. 
In the others it was probably due to a combination 
of factors. In twenty-six cases there was a purely 
transverse fracture. In nine of the latter, there were 
slight fractures of both fragments in addition. Nine- 
teen fractures presented numerous fragments (cross- 
splintering and star-shaped fractures). There was 
only one purely longitudinal fracture. In twenty-six 
cases there was no indication of tearing of the lateral 
extension apparatus, but in spite of this a diastasis of 
2 cm. between the fragments was found in a few 
instances. An effusion of blood was present in all 
of the cases. Puncture was done on the fourth or 
fifth day. 

lighteen fractures without marked diastasis were 
treated conservatively. ‘The period of immobiliza- 
tion averaged forty-eight days. Forty-three frac- 
tures were operated upon because the fragments 
were widely separated or because there was inter- 
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ference with extension. The choice of operation de- 
pended upon the type of the fracture. In six cases, 
cerclage with catgut or silk was done, and in the 
others, longitudinal wire suturing through the bones. 
The operation was usually performed on the seventh 
or eighth day after the injury. 

In cases of open fracture of the patella, the wound 
dressing was followed by lavage of the joint with riv- 
anol. ‘The duration of the immobilization was about 
the same as in the non-operative treatment. 

Two patients died, one of bronchopneumonia and 
the other of a periarticular phlegmon with general 
infection. 

In the re-examination of thirty-one patients it was 
found that the frequently marked deformity of the 
patella had no noteworthy effect on the function of 
the joint. Of the conservatively treated cases, func- 
tion was very good in 44 per cent, good in 22.4 per 
cent, and poor in 11.2 per cent. Of the operatively 
treated cases, it was very good in 63.6 per cent and 
good in 36.4 per cent. The operative treatment was 
therefore more satisfactory than the conservative 
treatment. In two cases the wire suture had torn 
out, and in three its removal was necessitated by 
irritation. With the exception of an operatively 
treated transverse fracture, lateral fractures showed 
bony union. 

Arthritis deformans of the knee was found in fif- 
teen of the thirty-one patients re-examined. In 
eight, it was present only on the side of the fracture. 
Whether there was any relation between the develop- 
ment of the arthritis deformans and the type of the 
fracture, the mechanism of production of the frac- 
ture, or the deformity of the patella could not be 
determined. It appeared that the arthritis was more 
frequent the greater the patient’s age and the longer 
the time that had elapsed since the injury. Of the 
operatively treated cases, the incidence of arthritis 
was highest in those in which wire suturing had been 
done. The arthritis was never so severe that it 
affected the movement of the joint. Of the conserva- 
tively treated cases, arthritis was found in nine (55.5 
per cent), whereas of the operatively treated cases, in 
which the injury was more severe, it was found in 
only 54.8 per cent. BERGEMANN (Z). 


MoehImann, T.: Luxations in the Region of the 
Foot (Luxationen im Bereich des Fusses). Deutsche 
Zischr. f. Chir., 1929, ccxxi, 363. 

The author reviews the literature on luxations in 
the region of the foot from the roentgenological 
standpoint. He begins with luxations of the talocru- 
ral joint, which he discusses from every possible 
angle but with special reference to the anatomy of 
the joint. He then takes up luxations of the talus. 
These occur usually in the sagittal plane and nearly 
always forward. ‘The dislocation from the grasp of 
the malleoli is associated with torsion about the ver- 
tical axis. Moehlmann discusses in detail the theories 
of Knoke and Sievers and of Kirchner concerning the 
mechanism by which these luxations are brought 
about and describes the accompanying fractures. He 
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states that about 25 per cent of luxations of the talus 
can be reduced without operation. A good result 
was obtained also in eight of ten cases in which 
operation was performed. Sometimes the talus must 
be excised. 

A second form of talus luxation, luxation of both 
talotarsal joints, occurs somewhat more frequently in 
its uncomplicated form. The talonavicular and talo- 
calcaneal joints form a single functional unit. The 
restricted mobility of this joint—only the move- 
ments of the navicular are to any extent free— 
explains the different types of luxation in this part. 
The most frequent type is one of inversion. The foot 
is dislocated as a whole behind the talus so that the 
head of the talus overrides the anterior transverse 
edge of the calcaneus by from 1 to 2 cm. and at the 
same time there is a pronounced crossing of the axes 
of the talus and calcaneus. The chief factor in the 
dislocation inward and backward is the supinatory 
vertical rotation of the talus on the calcaneus. Dislo- 
cation outward is very rare. In 70 per cent of the 
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cases reviewed reposition was easy. Luxation of the 
talonavicular joint is nothing more than an incom- 
plete form of luxatio pedis sub talo. The author's 
discussion of luxation by inward and outward rota- 
tion is illustrated by excellent pictures. 

The very rare luxations of the navicular bone «nd 
of Chopart and Lisfranc joints are described bric'ly, 

On the basis of the anatomy of the foot, whic!) is 
made up of a longitudinal and a transverse arch })th 
of which have their support in the calcaneus, ‘he 
author differentiates the following fundamental ¢(n- 
ditions: (1) distortion of the longitudinal arch in ‘he 
vertical axis, (2) overstretching or flattening of he 
longitudinal arch, and (3) flattening of the trans- 
verse arch. Of the first type are the rotation-dislo:a- 
tions in the joints between the calcaneus and ‘he 
talus and the analogous dislocations in the Chop art 
joint. Of the second type is the upward luxatio: of 
the talonavicular joint. Of the third type are ihe 
isolated dislocations in the region of the cuneiform 
and the metatarsals. VOGELER (Z 
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BLOOD VESSELS 


Dietrich, A., and Schroeder, K.: Reaction of the 
Vascular Endothelium as the Basis of Thrombus 
Formation (Abstimmung des Gefaessendothels als 
Grundlage der Thrombenbildung). Arch. f. path. 
Anat., 1929, cclxxiv, 425. 

The authors report results of experiments on rab- 
bits which support the theory of a primary change in 
the relation between the blood and the vascular 
endothelium as the cause of thrombus formation. 
After the preliminary preparation by the intravenous 
injection of dead colon bacilli, they injected intra- 
venously living strains of colon bacilli or caseosan 
and found an increased reaction of the vascular 
endothelium. This unspecific reaction directed 
toward specific protein substances and interpreted 
as a resorption function could be obtained by 
similar experiments in all of the active mesenchyma. 
It consists of increased agglutination of the bac- 
teria, the secretion and deposition of a mucoid 
“phase” on the endothelium (corresponding to the 
fibrin deposits of Klemensiewiz), adsorption of the 
agglutinated bacteria to the wall, mobilization of the 
endothelium, and extravasation of leucocytes. 

By this change in the relationship between the 
blood and the endothelium an increased tendency 
toward thrombosis is produced which, when favored 
by slowing of the blood stream (circulatory weak- 
ness), leads to clot formation very similar to throm- 
bosis in man. In human diseases frequently asso- 
ciated with thrombosis, particularly sepsis, the au- 
thors have noted endothelial changes in the veins 
which closely resemble those observed in the animal 
experiments. BLuMENSAAT (Z). 


Alvarez, C., Fracassi, T., Cid, J. M., and Geary, 
E. R.: Thrombosis of the Abdominal Aorta 
(Trombosis de la aorta abdominal). Rev. méd. d. 
Rosario, 1930, XX, I. 


A man forty years of age came to the authors with 
intermittent claudication which had begun a year 
and a half previously. Six months after the begin- 
ning of the claudication, difficulty in speech devel- 
oped. Both conditions had progressed slowly. 

Examination disclosed signs of obliterating en- 
darteritis of the legs, a pseudobulbar syndrome, very 
high arterial pressure, arteriosclerosis of the acces- 
sible arteries, and a systolic murmur in the epigas- 
trium with propagation downward. There was no 
pain, palpable tumor, evidence of involvement of 
the kidneys, albuminuria, retention of urine, or 
change in the condition of nutrition. The patient 
gave a history of syphilis and his Wassermann 
reaction was positive. In the course of the year and 
three months during which he was under observation 
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the symptoms slowly increased. Ultimately, cere- 
_ symptoms began and death resulted in a few 
ays. 

Autopsy showed generalized arteriosclerosis with 
great hypertrophy of the left ventricle, nephroscler- 
osis, sclerosis and emphysema of the lung, a calcified 
thrombus in the terminal part of the aorta which 
almost completely occluded the vessel, and secondary 
lesions in the form of an old infarct of the myo- 
cardium and hemorrhage and softening of the brain. 
The syphilitic nature of the process was shown not 
only by the clinical history and the intensity of the 
lesions in so young a man, but also and chiefly by 
their intensely proliferative nature. In some of the 
arteries the proliferation of the intima was so intense 
that it formed a bridge which crossed the lumen. 
These lesions explained the clinical picture. The 
intermittent claudication was due chiefly to the 
thrombosis of the aorta which almost completely 
obstructed the lumen of the vessel and was prop- 
agated to the external iliac, femoral, and posterior 
tibial arteries on the left side. There was no pulsa- 
tion of the arteries on the left side. The pseudobul- 
bar syndrome was due to the arterial lesions in the 
brain, but the latter did not explain the cerebral 
symptoms just preceding the patient’s death. The 
hypertrophy of the left ventricle was caused by the 
permanent high pressure. In the authors’ opinion, 
the stenosis of the aorta was of only secondary im- 
portance in causing the high pressure as pressures 
equally high and continuous are often present in the 
absence of stenosis of the aorta. The pulmonary 
lesions and the infarct of the myccardium did not 
cause any Clinical signs. 

Aside from the rarity of the condition, this case 
is of interest because of the fact that such a com- 
plete thrombosis of the terminal part of the aorta 
produced such slight symptoms that, except for 
accidental discovery of the murmur, it could not 
have been distinguished from an ordinary case of 
intermittent claudication. It shows that inter- 
mittent claudication may be caused by thrombosis 
of the aorta as well as by obliterating endarteritis 
and lesions of the spinal cord. 

Aubrey G. Morcan, M.D. 


BLOOD; TRANSFUSION 


Kaboth: The Transition of Blood-Group Antibod- 
ies from the Mother to the Fetus (Der Ueber- 
gang der Blutgruppenantikoerper von der Mutter 
auf die Frucht). Arch. f. Gynack., 1929, cxxxvii, 
727, 752- 

It was established in previous investigations that 


in a certain percentage of cases agglutinins are de- 
monstrable in the blood of the umbilical cord. This 
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finding depends upon the blood group. No transfer 
of antibody occurs in the group combinations A:B, 
B:A, A:AB, or B:BA. It is therefore evident that 
the placenta has an elective permeability for the 
different blood-group antibodies. 

The author has found that the content of agglu- 
tinins is considerably less in the blood of the um- 
bilical cord than in the blood of the mother. His 
investigations demonstrated also that in the retro- 
placental blood the findings are at times ambiguous. 
Because of this fact he believes that there may be 
a retroplacental mixing of the two bloods so that 
when the bloods of the mother and fetus are of dif- 
ferent groups an absorption of the maternal agglu- 
tinin takes place. An admixture of fetal blood in 
the retroplacental blood, although slight, was dem- 
onstrated by him in studies of the maternal blood 
and the blood of the umbilical cord during abdomi- 
nal cesarean section. In the blood of the umbilical 
cord there were no agglutinins, even in the cases of 
children of Group O. On the other hand, the agglu- 
tinin was found in the placental part of the cord 
fifteen minutes after the cord was clamped off. 

Kaboth emphasizes that a decrease in the agglu- 
tinin occurs only in the area of contact of the two 
bloods and never in the venous blood. Therefore 
the venous blood of the pregnant woman is best for 
the determination of the blood group. 

KeEssLer (G). 


Aubertin, C., and Fleury, J.: Syphilis After Blood 
Transfusion (Syphilis aprés transfusion sanguine). 
Bull. et mém. Soc. méd. d. hop. de Par., 1930, xlvi, 69. 


The authors review the literature on syphilis after 
blood transfusion and report a case. The case they 
report was that of a man thirty-four years of age 
who received five transfusions fifteen days apart for 
extreme anemia (erythrocytes 1,550,000; hamo- 
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globin 22 per cent) which had not been helped by 
liver therapy. The donor was the patient’s brother- 
in-law. Following the first two transfusions the ery- 
throcytes showed a slight increase, but thereafter 
they decreased progressively in spite of the trans- 
fusions. 

When the authors first saw the patient, he showed 
no purpura, but presented an eruption of typical 
papular and papulosquamous syphilids. The syph- 
ilids were scattered over the entire body, but were 
especially numerous on the forehead, the palms of 
the hands, and the soles of the feet. There were no 
macules. The tonsils showed a white streak, but the 
mucous membranes elsewhere were free from erip- 
tion. The cervical, inguinal, and subepitroch!car 
glands were discretely enlarged. The spleen was 
palpable on deep inspiration. 

The eruption had appeared from fifteen to twenty 
days previously, about sixty-five days after the {irst 
transfusion. The patient and his family physician 
had ascribed it to digestive disturbances consequent 
on the liver feeding. Serological reactions (Hecit, 
Wassermann, Calmette, and Kahn) were frankly 
positive. About five days before the appearance of 
the eruption and exactly two months after the first 
transfusion, the Wassermann reaction had been 
negative. The patient insisted that he had had 
sexual relations only with his wife. The brother in- 
law who gave the blood stated that he was well and 
that he had a negative blood reaction four years 
previously and also when a test was made at the 
time of an attack of gonorrhoea. He refused exami- 
nation but, with difficulty, blood was obtained for a 
test. The results were frankly positive with various 
methods. The patient was given cautious ariti- 
syphilis treatment and three transfusions of blood 
from different donors, but died about a month later. 
Autopsy was refused. FLORENCE A. CARPENTER. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Ewald, F.: The Proper Time for Operations in 
Childhood (Ueber den geeigneten Zeitpunkt fuer 
Operationen im Kindesalter). Muenchen. med. 
Wchnschr., 1929, ii, 1708. 

The author’s observations are based on his own 
experience, that of the Munich Pediatric Clinic, and 
that of the Ombrédanne Pediatric Clinic in Paris. 

Ewald states that in childhood, more than in adult 
life, the patient’s age and strength, anesthesia and 
its psychic trauma, and the loss of blood are im- 
portant factors in the results of operation. More- 
over, in the cases of children it is necessary to con- 
sider the small size of the individual parts, a factor of 
special importance in cosmetic operations. 

In the cases of infants, operation is occasionally 
followed after a few hours by a high rise in the tem- 
perature, convulsions, and death and no cause for 
death can be demonstrated at autopsy. Such sudden 
deaths are to be attributed to the effect of shock, an 
endocrine disturbance, or anaphylaxis. The author 
calls attention to the fact that in children recently 
operated upon milk may have a toxic effect and pro- 
duce anaphylactic conditions. Therefore milk should 
be withheld for at least twenty-four hours. 

As in the first half year of life every operation is 
particularly dangerous, it is advisable to delay surgi- 
cal intervention which is not absolutely necessary 
until the child is older. However, congenital atresia 
of the anus must be relieved at once. In spina bifida, 
the indication for operation depends upon the ab- 
sence of paralysis. Operation is of avail only when 
paralysis is absent as in the other cases death soon 
results whatever treatment is given. 

In cases of harelip causing no difficulties in feeding, 
operation should be delayed as the cosmetic result 
will be better if it is done after the child is six 
months old. Harelip of the third degree should be 
operated upon early, preferably between the sixth 
and eighth weeks of life. The best time for operation 
for cleft palate is at the end of the second year. At 
this stage of life the sutures hold well, and the soft 
parts, especially the soft palate, can be approxi- 
mated much more easily than later. 

In cases of inguinal hernia, operation should be 
delayed until the second year of life if possible; it is 
indicated earlier only when incarceration or some 
other complication develops. Umbilical hernia 
should be operated upon in the second year. 

The operation for phimosis can be performed very 
early as it is only a slight intervention. Operation 
for hydrocele should be delayed until the second 
year, and operation for hypospadias until the eighth 
to the twelfth year. 


Club-foot should be corrected in the first few weeks 
of life, whereas dislocations of the hip joint should be 
corrected in the second year. 

Angiomata should be removed as soon as possible. 

In cases of torticollis, corrective exercises should 
be started at once. If they are not successful, opera- 
tion may be undertaken in the second year. 

In pyloric stenosis, surgical treatment should not 
be delayed too long. If improvement is not noted 
soon under internal therapy, operation is indicated 
as its results are favorable when a good and rapid 
technique is used. 

In invagination, which is not rare in infancy, 
operation should be performed at once. 

Appendicitis is uncommon in the first two years of 
life and its diagnosis at that age is not always easy. 
Early operation is Cesirable because, in the child, 
inflammatory processes often become worse very 
quickly. Appendicitis must be differentiated from 
ascaridiasis, pneumococcus peritonitis, and tuber- 
culosis. 

Foreign bodies in the cesophagus and trachea 
must be removed as soon as possible. In caustic 
injuries of the cesophagus a bougie should be passed 
within the first few days. 

Conditions of the urogenital tract occurring in 
childhood include congenital hydronephrosis and 
adenosarcoma. 

In cases of undescended testicle it is desirable to 
operate before the onset of puberty. The best time 
for operation is about the tenth year. Only when 
pains are produced by the inguinal testis should 
intervention be done earlier. 

In rachitic deformities of the bones, general treat- 
ment should be tried first. If corrective operation is 
necessary, it should be undertaken before the school 
period, at about the third or fourth year of life. In 
osteomyelitis, operation should be performed as 
soon as possible. 

In empyema of the pleura in children, puncture 
and aspiration usually do not lead to a cure; as a 
rule, a thoracotomy must be done later. The prog- 
nosis is usually quite favorable. 

In stenosis of the larynx, intubation is preferable 
to operation. 

Goiters in childhood usually do not require sur- 
gical treatment. Von TAappriner (Z). 


Volkmann, J.: Pre-Operative Preparation and 
Postoperative Treatment, Including Blood 
Transfusion (Vorbereitung und Nachbehandlung 
bei Operationen, einschliesslich Blutuebertragung). 
Zentralbl. f. Chir., 1929, Pp. 2523. 

In a comprehensive report the author reviews the 
advances that have been made in recent years in the 
preparation of patients for operation and _ their 
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postoperative treatment. The article is supple- 
mented by an extensive bibliography. 

Attention is called to the so-called “‘physiologi- 
cal” surgery, in which special consideration is given 
to the ability of the body to react before and after 
operation, the destruction of protein after operation, 
changes in the temperature and the number of the 
blood platelets, the sedimentation rate of the 
erythrocytes, and the development of acidosis. 
For the prevention and treatment of acidosis, glu- 
cose and sodium bicarbonate are recommended. 
Before an operation the urine should always be 
examined for acetone. If acidosis is present or is 
suspected, the loss of water caused by energetic 
purgation should be avoided. 

With regard to the heart and circulation, Volk- 
mann says that routine digitalization is inadvisable. 
Cardiac and circulatory disturbances should be 
treated according to the requirements of the given 
case. Persons of the hypertonic type react well to 
digitalis. Next to preparations of the nature of 
digitalis in such cases, the intravenous administra- 
tion of glucose is recommended. The significance of 
electrocardiograms as regards operative interven- 
tion is still doubtful. The author recommends 
Kaufimann’s test for latent oedema and regular 
determinations of the blood pressure. 

With regard to thrombosis and embolism, Volk- 
mann cites the reports of de Quervain who found 
emboli in 0.45 per cent of a large number of cases in 
which operation was done. In two-thirds of these 
cases there was a septic condition. Of 2,900 cases 
in which Fruend administered thyroid gland tablets 
before operation to prevent thrombosis and em- 
bolism, embolism occurred in only 2 and thrombosis 
occurred in none. In the Voelcker clinic, 6 drops of 
thyroxin are given daily from the second to the 
twelfth day after operation. In nearly half of all 
cases of postoperative pleurisy the condition is to be 
attributed to small emboli. 

As yet no certain method of preventing post- 
operative lung complications has been discovered. 

For the relief of postoperative retention of urine, 
the intravenous administration of urotropin is 
recommended. 

In cases of postoperative mental disturbances it 
is necessary to distinguish between disturbances 
due to organic changes in the brain, disturbances 
due to toxicoses, and insufficiency psychoses. 

In the preparation of patients with Basedow’s 
disease with Lugol’s solution it is difficult to deter- 
mine whether the condition is due chiefly to changes 
and disturbances in the cells themselves or to influ- 
ences of the sympathetic. 

With regard to the pre-operative preparation of 
patients with cancer of the breast by roentgen 
irradiation, the author states that some of the poor 
results as regards healing are due to changes pro- 
duced in the blood vessels in the area irradiated. 

Blood transfusion is discussed in somewhat greater 
detail. Emphasis is placed on the necessary tests, 
previous examinations, and apparatus. The author 
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prefers the Oelecker apparatus. He urges care in 
the re-infusion of blood obtained from a torn liver 
and mixed with normosal. To prevent accidents he 
recommends the intravenous injection of calcium 
chloride solution. He states that the importance of 
blood transfusion to replace blood, hasten coagu- 
lation, and stimulate hematopoiesis is generally 
recognized. Hook (Z), 


Popper, H. L.: Investigations on the Prevention 
of Postoperative Thromboses and Embolisins 
by the Feeding of Thyroxin (Untersuchuncen 
ueber die Verhinderung postoperativer Thrombosen 
und Embolien durch Thyroxinfuetterung). 
Klin., 1929, ii, 1660. 

The problem of the prevention of postoperative 
thrombosis and embolism has become a subject of 
great interest as statistics from many sources show 
increasing frequency of these conditions. As in ex- 
periments on animals it has been found that the 
formation of thrombi is considerably delayed by the 
influence of thyroxin, and as thyroid preparations 
have frequently been given in clinical cases for the 
prevention of thrombosis and embolism after major 
operations, the author has made a careful follow-up 
of the results of such treatment. 

He found that in 150 cases treated with synthetic 
thyroxin, fatal pulmonary embolism occurred in 1 
and thombophlebitis in 3. In 150 untreated cases, 
thrombophlebitis developed in 4 and there was no 
instance of embolism or pulmonary infarction. One 
milligram of thyroxin was given 3 times daily in 
these cases. 

In 50 cases which were treated with “thyro- 
purin,’ thrombophlebitis developed twice and a 
non-fatal pulmonary embolism once. In the 50 con- 
trol cases there was 1 instance of fatal pulmonary 
embolism and 1 case of thrombophlebitis. In some of 
the cases treated with thyropurin, symptoms of 
hyperthyroidism developed. 

As a prophylactic effect of the feeding of thyroxin 
could not be proved, the author rejects the feeding 
of thyroid preparations for the prevention of post- 
operative thrombosis and embolism. Zwerc (Z). 


Knobloch, J.: The Importance of the Vital Ca- 
pacity of the Lung in the Development of Post- 
operative Pulmonary Complications (Ueber die 
Bedeutung der Vitalkapacitaet der Lungen fuer «as 
Entstehen postoperativer Lungenkomplikationen). 
Acta chirurg. Scand., 1930, |xvi, 91. 


The author attempted to determine whether, by 
functional tests of the lung, it is possible to obtain 
any preliminary information as to the liability of a 
patient to develop postoperative pulmonary com- 
plications. He tested the vital capacity of eighty 
patients prior to operation. The results indicate 
that when the vital capacity of the lung is reduced 
the incidence of postoperative pulmonary complica- 
tions and the postoperative mortality increase, and 
that the liability to develop postoperative comp!ica- 
tions of the lungs is due to constitutional factors. 
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Melchior, E.: Contributions on Postoperative 
Treatment. I. Postoperative Gastro-Intestinal 
Paresis and Atony (Beitraege zur Nachbehand- 
lung nach Operationen. Die postoperative 
Magen-Darmparese und -Atonie). Chirurg, 1929, i, 
1198. 


The treatment of postoperative gastro-intestinal 
paresis presents a typical problem of after-treatment 
as a certain predisposition to its development is 
quite common, especially after laparotomies. When 
the disturbance occurs first in the intestine, it is 
manifested by failure of the passage of feces and 
gas and increasing flatulence. In the more severe 
cases there may be symptoms of a pronounced ileus 
with regurgitation of air, bile, and the contents of 
the small intestine. If paresis of the stomach and 
duodenum is dominant it is manifested by increas- 
ing distention of these organs and massive biliary 
vomiting. The author calls attention to the fact 
that disturbances of innervation of the gastro- 
intestinal tract are not of a purely motor character 
but are complicated and usually characterized 
chiefly by a massively increased secretory fiow. 

With regard to the prevention of these conditions, 
Melchior states that the formerly common practice 
of preparing the patient for operation by energetic 
purgation and fasting, procedures which inhibit the 
motor function of the intestine, is being followed less 
frequently today. The greatest possible limitation 
of the anesthetic and conservatism in surgery are 
additional prophylactic measures now employed. 

After operation, especially after severe abdominal 
interventions, fluids by mouth should be withheld 
until the evening of the day of the operation and 
should never be given before the postoperative 
vomiting or marked belching has ceased. After 
operations on the stomach, their administration by 
mouth should be delayed still longer. To meet the 
demand of the body for fluids during this period it 
is best to give drop enemas which, at the same time, 
effectively stimulate peristalsis. Another measure 
frequently used is heating of the abdomen with the 
arc light or thermophore. The effect of this pro- 
cedure in increased by the insertion of an intestinal 
tube from time to time. Better than the drop en- 
emas and intestinal tube are the true enemas, the 
effectiveness of which may be considerably in- 
creased by the use of a glycerin and milk syrup. In 
the more severe cases of paresis, purgatives given 
by mouth are useless as they are vomited. All the 
more urgent, therefore, is the need for substances 
that stimulate peristalsis in a parenteral manner. 
The author briefly reviews the drugs usually em- 
ployed. He believes that the most suitable is an 
extract of the posterior lobe of the pituitary gland in 
the form of hypophysin or pituglandol. He gives 1 
c.cm. intramuscularly or 1 c.cm. diluted in 20 c.cm. 
of physiological saline solution or a 20 to 50 per 
cent glucose solution intravenously to obtain a 
more lasting effect. These organic preparations 
not only affect the gastro-intestinal canal, but have 
a tonic action on the general circulatory system 
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which closely resembles the prolonged effect of 
adrenalin. In the treatment of postoperative gas- 
tro-intestinal paresis special attention should be 
paid to the circulation. 

In the presence of considerable atony, especially 
when frequent belching or vomiting occurs, the 
stomach tube should be used to determine whether 
the stomach is filled with regurgitated fluid. If it is 
found to be so filled, the attempt should be made to 
empty it by siphonage or lavage. It has been found 
beneficial also to allow the patient to assume either 
the knee-elbow posture of Schnitzler or at least the 
abdominal or lateral posture. In the use of the 
abdominal or lateral posture the foot of the bed 
should be raised by supports. If it is impossible to 
keep the stomach permanently empty in this way, 
the lateral posture should be supplemented by con- 
tinuous Crainage with a stomach or duodenal tube. 
The final resort is the formation of a fistula of the 
sraall intestine. This may be used both for drainage 
of the stomach and for feeding. ZILLMER (Z). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTICNS 


Cardia, A., and Peretti, G.: The Effect of Moist 
Heat on Healing by First Intention and on the 
Reticulo-Endothelial Reaction (Azione del caldo- 
umido sui processi di cicatrizzazione per primam con 
riguardo anche al sistema reticolo endoteliale). 
Ann. ital. di chir., 1930, ix, 47. 

The authors report experiments on dogs in which 
hot moist dressings were applied to wounds to deter- 
mine their effect on healing. Macroscopically, the 
scars of the wounds treated with moist heat were 
more regular in form, smaller, and more linear than 
those treated by other methods. Microscopically, 
the wounds treated with moist heat showed a more 
intense reaction at first, but the initial reaction 
passed off sooner and repair was completed sooner 
than in wounds treated by other methods, giving a 
tissue that was more nearly normal anatomically. 

The reticulo-endothelial cells were more numerous 
at first in the wounds treated by moist heat, but 
later they were fewer and they disappeared sooner 
than in the other wounds. 

Auprey G. Morcan, M.D. 


Sas, L.: The Bacterial Content and Treatment of 
Accidental Wounds (Ueber den Keimgehalt und 
Behandlung der akzidentellen Wunden). Zentralbl. 
f. Chir., 1929, p. 2951. 

The author considers it essential in the study of 
the bacterial content of a wound to obtain the 
inoculating material by means of wisps of sterile 
silk instead of with the platinum loop since with the 
latter only the bacteria on the surface will be ob- 
tained. In fifty-five cases of accidental wounds he 
was able to culture sixty-six strains of pathogenic 
bacteria. The Fraenkel-Welch bacillus was found 
with great frequency. In the cases which had been 
treated previously with antiseptics the cultures 
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were just as exuberant as those obtained from the 
untreated cases. Most of the wounds healed by 
primary intention without the use of antiseptics. 
Guinea pigs artificially infected with the bacillus of 
gas phlegmon recovered when the site inoculated 
was disinfected half a hour later, but died when the 
disinfection was delayed longer. When the wound 
was exposed and tamponade was done, i.e., when 
open treatment was used, some of the animals were 
saved. In three instances the Fraenkel-Welch ba- 
cillus was demonstrated in the wound for weeks. 
The tincture of iodine used in these cases prevented 
a general infection, but-could not destroy the bacilli. 
However, it was found also that the bacilli degen- 
erated after a time, lost their power of staining, 
disintegrated, and finally disappeared. 

From these results the conclusion is drawn that 
antiseptics cannot kill the bacteria in the wound. 
The author does not accept Veraart’s claim that he 
could demonstrate sterility of accidental wounds in 
1oo per cent of cases following treatment with 
tincture of iodine. He maintains that as in Veraart’s 
technique only the superficial layer of coagulated 
material produced by the tincture of iodine was 
used for inoculation, no conclusions can be deduced 
from the results. VoGELER (Z). 


Ritter, C.: The Origin of Suppurative Perforation 
(Zur Entstehung des Eiterdurchbruchs). Muenchen. 
med. Wchnschr., 1929, ii, 1705. 


The author calls attention to the fact that little 
attention has been paid to the processes responsible 
for the spontaneous perforation of pus. The theories 
ascribing the perforation to mechanical factors and 


proteolytic forces are not satisfactory as they do not 
explain why preperitoneal and paranephritic ab- 
scesses never perforate through the peritoneum, why 
subcutaneous abscesses of the thigh never perforate 
into the prepatellar bursa, or why extradural sup- 
puration never perforates into the cranial cavity nor, 
on the other hand, why perforating intraperitoneal 
suppurations are apt to perforate externally or into 
neighboring organs. The physical theory attributing 
perforation to gravity is refuted by the fact that the 
abscess membrane is not anemic, but is lined by 
markedly distended blood vessels, and the theory 
attributing it to proteolytic processes is refuted by 
the fact that even cold abscesses, which possess no 
proteolytic characteristics, may perforate. 

Ritter believes that an important factor in the 
suppurative process is necrosis of the tissues. He 
states that, as a result of bacterial action, there is 
usually a local destruction of tissue which causes a 
considerable increase in the osmotic pressure of the 
tissues, and that the suppuration with the inflam- 
matory hyperemia is developed to relieve this 
pressure. There then occurs an evacuation into the 
tissues surrounding the focus, which is manifested 
by lymphangeitis, lymphadenitis, and fever. The 
perforation of the pus is to be explained by the ad- 
vance of the necrosis in the direction of the site of 
perforation followed by the pus. 
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In suppuration having its origin in the appendix, 
Ritter has always noted gangrene of the mucous 
membrane as the earliest change. Later, suppuration 
occurs and the pericecal pus has the power to cause 
further necrosis of tissue with its sequela. ‘Ihe 
perforation of a pleural empyema into the lungs is 
to be explained by the assumption that a wedge of 
the parenchyma of the lung first becomes gangre- 
nous and thereby favors entrance of the pus. Rit/er 
found this theory fully confirmed in one case. ‘| he 
perforation of an empyema of a joint always occurs 
at the site of attachment of the capsule to the bune 
because at this point the capsule becomes loosened 
from the dead bone. Max Buppr (Z. 


ANZSTHESIA 


Hasler, J. K., Milligan, E. T. C., Flemming, H. L., 
Jones, H., and Others: Discussion on An \s- 
thesia in Rectal Surgery. Proc. Roy. Soc. .\/ 
Lond., 1932, xxiii, 419. 

HASLER states that he knows of no reason why 
general anesthesia should be employed for recial 
operations performed by the abdominal route a: a 
spinal anesthetic injected between the third and 
fourth lumbar vertebrez will produce anesthesia 
above the umbilicus and give good relaxation of the 
abdominal muscles. 

General anesthesia is indicated in the cases of 
children and for nervous persons who prefer it; «!so 
occasionally to obtain complete relaxation for diig- 
nostic examination and for operations for absces-cs 
situated above the pelvic diaphragm, complicated 
fistule, and cancer of the rectum and pelvic colon 

Chloroform has no place in rectal surgery. \i- 
trous oxide oxygen is of value chiefly for minor sir- 
gical procedures such as the opening of abscesses, 
dilation of the anus, and the removal of packing in 
a deep wound. 

Local anesthesia used for perineal operations in 
rectal surgery is of three types: (1) that produced jy 
local infiltration of the area of operation, (2) ex! ra- 
dural anesthesia produced by caudal and sa: ral 
blocks, and (3) intradural anwsthesia. 

Local infiltration. In the local infiltration method 
from 20 to 30 c.cm. of the anesthetic fluid, com- 
monly a 1 per cent solution of novocain, are injected 
around the outside of the rectum at a depth of alout 
2 in. from the surface. A preliminary wheal is raised 
in the skin just posterior to the anus and in ‘he 
midline. Through this wheal a longer needle is 
introduced and, with a guiding finger in the rectum, 
10 c.cm. of novocain are injected posteriorly. | he 
needle, still piercing the wheal, is then moved arownd 
to the sides and the front of the rectum, and 5 c..™. 
of the anesthetic are injected on either side. .\s an 
alternative method the needle may be introduced 
through the wheal and a ring of novocain inje ted 
subcutaneously around the anus. Four injections oi 
5 c. cm. each are then made through this ring at ‘he 
four cardinal points of the compass. Within ‘ive 
minutes the sphincters should be relaxed and an«s- 
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thesia should be present. Local infiltration provides 
a satisfactory anesthesia for the treatment of 
hamorrhoids, but does not give a large enough area 
of anesthesia for operations for fistula, which often 
spread well into the buttock. 

Extradural anesthesia. The extradural methods 
of producing anesthesia for operations on the rectum 
and anus include caudal block, transsacral block, 
and a combination of the two which is known as 
sacral block. 

In caudal block a certain quantity of the anws- 
thetic is injected through the sacral hiatus into the 
caudal canal. From 30 to 4o c.cm. of a 2 per cent 
solution of novocain may be used, but some anss- 
thetists prefer to employ a greater amount of a 
weaker solution. It produces a satisfactory an- 
wsthesia if it is successful, but requires from fifteen 
to thirty minutes or even longer to induce complete 
anvsthesia and in some cases it fails entirely. Hasler 
has employed tutocain, a local anesthetic which is 
said to be about one-third as toxic as cocaine aid 
twice as toxic as novocain. When using 20 c.cm. of 
a2 per cent solution, he found that anesthesia could 
be obtained in ten minutes, the anesthesia was 
deeper than that induced with novocain, and deep 
pressure sensation was apparently absent. However, 
there was the usual incidence of failure even in the 
cases of thin subjects in which the injection into the 
canal presented no difficulty. Another drawback to 
caudal block lies in the fact that it is difficult to 
make the injection without causing pain and pa- 
tients are apt to become resentful if the anesthetic 
fails to act after they have been subjected to dis- 
comfort. 

Proficiency in the induction of sacral anesthesia 
can be acquired only by careful study of the sacrum 
and its anomalies and practice in locating the sacral 
foramina in the cadaver. 

Intradural anesthesia. In cases of cancer of the 
rectum, intradural anesthesia is particularly valu- 
able when it is combined with light general anis- 
thesia or some form of twilight sleep. If an injection 
of !}4 gr. of morphine and 1/150 gr. of scopolamine 
is given from one-half to three-quarters of an hour 
before the operation the patient will usually become 
drowsy er fall asleep as soon as the spinal anesthetic 
has been given and he has been made comfortable 
in the left lateral position. Under these conditions 
a general anesthetic can be dispensed with alto- 
gether. However, in cases of high growths of the 
rectum, a certain amount of traction must some- 
times be exerted on the bowel to bring the neoplasm 
down and the tugging on the mesentery may waken 
the patient and cause him to complain of pain in the 
abdomen. When this occurs, general anesthesia is 
unavoidable. Nitrous oxide and oxygen or a little 
chloroform and ether mixture on an open mask may 
be given until the difficult part of the operation has 
been completed. 

While a spinal anwxsthetic sometimes produces 
anesthesia lasting for from one and a half to two 
hours, the anesthesia can be relied upon to last for 
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only one hour. If there is any reason to suppose that 
the operation will be unusually ditlicult and will re- 
quire one and a half hours or more, the spinal anws- 
thesia may be combined with caudal block. The 
extra injection takes very little time and prolongs 
the duration of the anwsthesia. 

The ideal spinal anasthetic for minor rectal opera- 
tions is one which can be limited in its action to the 
sacral nerves, a perineal anasthesia being thereby 
produced and a fall in the blood pressure avoided. 
Such low spinal anesthesia can be obtained easily by 
injecting the fluid between the fourth and fifth lum- 
bar vertebra with the patient in the sitting position 
and keeping him in that position for about two min- 
utes. If the anesthetic solution is injected into the 
spinal canal very slowly to avoid undue mixing with 
the cerebrospinal fluid, it will sink to the bottom of 
the dura mater and act only on the lowest sacral 
nerves. When the injection has been completed the 
patient should be made to sit up for about two 
minutes. 

In cases of fistula it is not always desirable to pro- 
duce full relaxation of the sphincters. It is usually 
imperative for the surgeon to be able to feel the 
sphincters easily while he is operating. Local anws- 
thetics, and particularly spinal anwsthetics, relax 
the sphincters to such an extent that this may be 
difficult or impossible. Therefore a general anws- 
thetic is often preferred. 

MILLIGAN stated that caudal block anwsthesia 
would be ideal if it were reliable, but it is uncertain. 
With an identical technique the results vary from 
perfect perineal anwsthesia to complete absence of 
anesthesia. The administration of the anaesthetic 
is accomplished with ease, but may cause the patient 
considerable discomfort. 

For the induction of local anasthesia any one of 
several techniques may be employed. As the choice 
depends on the local anatomical conditions, the sur- 
geon is best fitted to make the injection. 

Theoretically, local injections in this region should 
carry infection into the vulnerable tissues, but in 
practice infection is almost unknown 

For hemorrhoidectomy, local anesthesia is one 
of the best types of anwsthesia from the surgeon’s 
standpoint and also for the welfare and comfort of 
certain patients, but is contra-indicated in the cases 
of patients who are so apprehensive that they will 
interpret the sensation of manipulation as pain. 

Consciousness of the operative procedure and of 
the pain of rapid and simple operations is best oblit- 
erated by nitrous-oxide-oxygen anwsthesia with pre- 
liminary sedative medication. 

Spinal anesthesia limited to the sacral nerves has 
advantages which render it of the greatest value for 
operations on the perincum. It is reliable. It com- 
pletely abolishes sensation in the field of operation 
and is restricted to this field so that the patient is 
quite unconscious of manipulations in the part and 
feels no apprehension. It is controllable and has 
none of the disadvantages of high spinal anesthesia. 
It causes no feeling of paralysis in the legs, and it 
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does not affect the blood pressure or produce un- 
pleasant bladder sequela or headache. The admin- 
istration of the anesthetic is simple and quickly car- 
ried out. It is not unpleasant to the patient, and it 
is convenient to the administrator if he is skilled in 
the technique. The anesthesia is complete in two or 
three minutes. Apprehension before the operation 
can be abolished by sedative injections. 
Joun J. Matoney, M.D. 


Antonin, V.: The Influence of Local and Lumbar 
Anesthesia on the Acid-Base Balance After 
Operation, and the Importance of the Prepara- 
tion of the Patient as Regards This Relation- 
ship (Einfluss der Lokal- und Lumbalanaesthesie 
auf den acidobasischen Haushalt in der postopera- 
tiven Zeit, und die Bedeutung der Vorbereitung des 
Kranken auf diese Verhaeltnisse). Acta chirurg. 
Scand., 1930, Ixvi, 78. 

In investigations carried out on nine patients, the 
author found that the changes occurring in the acid- 
base economy after operation under local and lum- 
bar anesthesia are very insignificant and vary within 
the limits of individual differences and possible 
errors. Under the given conditions, the regulating 
forces were able to maintain the original balance in 
the acid-base economy when the vital functions 
were not disturbed. In cases of lumbar anesthesia 
there was a definite fall in the oxidation coefficient. 
This change in the supply of oxygen to the tissues 
under lumbar anesthesia will be the subject of 
further study. 

The preparation of the patient before operation by 
the administration of alkalies or the injection of 
glucose had no appreciable effect upon the end- 
result. After injections of glucose and insulin, an 
operation performed under local anesthesia was fol- 
lowed by increased oxidation in the tissues, the 
oxidation coefiicient rising. In operations under 
lumbar anasthesia, insulin had no influence on oxi- 
dation, probably because of the paralysis brought 
about in the sympathetic nervous system. 


Nordmann: Alleged Disasters Following Avertin 
Anesthesia (Die bisher bekannten angeblichen 
Ungluecksfaelle nach Avertinnarkosen). Zentralbl. 
f.Chir., 1929, p. 2789. 

In the author’s opinion a large majority of the 
deaths which have been attributed to avertin were 
not related to the anesthesia as such, but were due 
to faulty preparation of the drug, errors in dosage, 
the disease, the extent of the operative procedure, 
complications present before the operation but not 
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recognized, or renal or hepatic disease present pre- 
vious to the induction of the anesthesia which <e- 
layed the excretion of the anesthetic. He regarils 
the administration of chloroform to deepen avertin 
anesthesia as very dangerous. He believes it is 
justifiable to attribute death to avertin only when 
the patient does not awaken from the anesthesia 
and finally succumbs in spite of all measures directed 
against respiratory paralysis and secondary cardiac 
disturbances. He states also that febrile disturbances 
following avertin anesthesia are not to be regarded 
a priori as due to the anesthetic. He urges that 
a decision as to the relationship of the anesthetic 
to death be withheld in all cases in which auto) sy 
is not performed. He believes that inhalation an:s- 
thesia is not as dangerous as it has been made out to 
be in recent years, and that avertin anesthesia is 
probably much less dangerous than inhalation 
anesthesia. Nevertheless he emphasizes that averiin 
anesthesia cannot be regulated and is therefore to 
be used only as a “‘basal”’ anesthetic. 

In the discussion, MARTIN expressed his approval 
of the author’s views and emphasized that the prin- 
ciples of avertin narcosis are as yet poorly uniler- 
stood. He stated that the importance of Straul's 
findings is weakened by the fact that compilcte 
anesthesia can be obtained with a 1 percent solution. 
Moreover, the great number of patients with severe 
icterus who have withstood complete avertin an:s- 
thesia without the slightest disturbance indic:ies 
that icterus is not an index of the ability of the liver 
to detoxify avertin by combining it with glycuronic 
acid. The réle of the kidneys stands in contrast 
and is the more puzzling since, after union with 
glycuronic acid, there is no longer any toxic action 
in the body. Perhaps the kidneys are injured purely 
functionally, but occasionally avertin anasthesia 
is very well tolerated in the presence of bilateral 
kidney damage. Of thirty-eight reports of death 
attributed to avertin, details are entirely missing in 
seven. Moreover, in twelve cases, about a third of 
the total number, the dosage ranged from 0.00 to 
0.106 gm. Martin believes that the successfu! in- 
duction of avertin anesthesia is only a matter of 
experience and observation. In concluding his (is- 
cussion he reviewed the contra-indications to this 
type of anesthesia. 

ROETHIG reported that Sauerbruch has no funda- 
mental objection to avertin, but chooses very c.ire- 
fully the cases in which it is to be used, exclu ing 
all those with secondary damage from their prim iry 
disease. GOEBEL 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Monod, G.: Immunity from a New Point of View. 
Lancet, 1930, Ccxviii, 227. 

While immunization has been considered a bio- 
logical phenomenon, the author believes immunity 
can be acquired from non-organic antigens. 

Experiments show that Bourboules water protects 
the neuron against tetanus, and that St. Nectaire 
water neutralizes diphtheria toxins. An animal in- 
jected with horse serum followed by daily injections 
of Vichy water will not have a reaction when again 
injected with horse serum, whereas the controls will 
die or become gravely ill. This observation supports 
the hypothesis of Billiard that we are sensitized, not 
by proteins, but by lipoids. 

The author does not claim that proteins play no 
part in anaphylaxis, but thinks that they are con- 
trolled and determined by soaps and lipoids and that 
mineral waters play their protective part through the 
latter, supplying active electrolytes which disperse 
the soaps, and mobilizing the lipoids. 

In conclusion, Monod states that the immunizing 
eflect of mineral waters is a new discovery worthy of 
attention. M. Hersert Barker, M.D. 


Menkin, V., and Menkin, M. F.: Studies on Inflam- 
mation. II. A Measure of the Permeability of 
Capillaries in an Inflamed Area. J. Exper. M., 
1930, li, 285. 

The accumulation of vital dyes in areas of inflam- 
mation has been demonstrated by several investi- 
gators. The object of the studies reported by the au- 
thors was to determine quantitatively and directly 
the rate of change of concentration of trypan blue in 
the capillaries of an inflamed area. An inflammatory 
reaction was produced in the peritoneal cavity of 
frogs by the injection of 2 c.cm. of either 5 per cent 
aleuronat in Ringer’s solution or 4 per cent turpen- 
tine in olive oil. 

It was found that by means of a colorimetric 
method the concentration of trypan blue in the capil- 
laries can be estimated by direct observation and its 
changes followed as the dye passes out of the cir- 
culating blood stream. The rate of fall of concen- 
tration following the intraventricular injection of the 
dye was almost twice as great in the capillaries of 
the inflamed mesentery as in those of the normal 
mesentery. M. Barker, M.D. 


Meleney, F. L.: Hemolytic Streptococcus Gan- 
grene Following the Administration of Scarlet 
Fever Antitoxin. Ann. Surg., 1930, xci, 287. 


_Meleney reports the case of an eight-year-old 
girl who entered the hospital on account of a spread- 
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ing ulcer of the buttock, thigh, and abdomen of six 
weeks’ duration. Seven weeks before her admission 
she had received a small prophylactic dose of scarlet 
fever serum into the right buttock when an older 
sister had contracted scarlet fever. Four days later, 
she herself developed typical scarlet fever with sore 
throat, vomiting, and a rash. She was then given a 
large dose of scarlet fever antitoxin in the left but- 
tock. On the second day the swelling caused by this 
injection began to increase. On the fourth day, the 
skin became dusky and bulle and blisters formed. 
Thereafter, frank gangrene of the skin developed 
over a large area of the left buttock. A surgeon had 
advised conservative treatment. The temperature 
mounted each day to 103 or 104 degrees I. and the 
process spread down the thigh and across the ab- 
domen. Small incisions were then made, but the 
extension of the process continued. 

When the patient was seen by Meleney, she was 
in an exhausted nervous state from painful daily 
dressings and she had a daily rise of temperature 
and frequent chills. Extensive incisions were made 
in all directions, the tissues being opened widely, 
and for four days she was treated with wet dressings 
and hourly poultices. The process then promptly 
subsided. When the indurated margins had become 
soft, Dakin’s solution was instilled through Carrel 
tubes. After separation of the slough, skin grafting 
was done. 

This case shows the disastrous results which occur 
if hemolytic streptococcus gangrene is not recog- 
nized early and given adequate surgical treatment. 

The exceedingly rapid development of necrosis in 
hemolytic streptococcus infection resembles strik- 
ingly the necrosis taking place in experimental ani- 
mals whigh have been made hypersensitive or aller- 
gic. Hypersensitivity to bacterial products result- 
ing in necrosis of tissue has at least two different 
manifestations. One consists of a phase of hyper- 
sensitivity in the course of repeated intradermal in- 
oculations of bacterial extracts which comes on 
about three or four weeks after the first injection, 
lasts a week or ten days, and then passes off. In this 
phase, the injections produce extensive oedema of 
the tissues with central necrosis of the skin. In the 
other, there is little or no primary reaction when 
filtrates of certain organisms are injected into the 
skin, but twenty-four hours later, if the same filtrate 
is injected into the vein, the areas of previous intra- 
dermal injection become swollen and red within a 
few hours, certain portions turn blue, blisters form, 
and frank gangrene of the tissues develops. 

Whatever the theory of the pathogenesis of hamo- 
lytic streptococcus gangrene, the proper method of 
treatment consists in early extensive incisions. 

SAMUEL Kaun, M.D, 
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Baumecker, H.: Carcinoma and Lymph-Gland 
Metastases (Carcinom und Lymphknotenmetasta- 
sen). Deutsche Zischr. f. Chir., 1929, CCXXii, 12. 

It is generally believed that sarcoma spreads chiefly 
by way of the blood stream and carcinoma chiefly by 
way of the lymphatics, but a true differentiation on 
this basis does not exist. Therefore, at operation for 
carcinoma, the surgeon attempts to remove the re- 
gional lymph glands when they appear to be involved. 
Often he is astonished, on microscopic examination 
of such glands, not to find the expected metastasis; 
nevertheless, even in such cases, the lymph glands 
present changes with a certain regularity. Frequently 
they show evidences of chronic lymphadenitis—des- 
quamated, proliferated, and enlarged sinus endothe- 
lial cells. 

Since in the cases which Baumecker studied there 
was no infection of the tumors, he considers these 
changes in the lymph glands as the manifestation of 
a metabolic rather than an inflammatory process. 
He is of the opinion that this endothelial prolifera- 
tion is due to metabolic products given off by the 
primary tumor. Occasionally the swollen cells are 
cast off and come to lie free in the sinuses where they 
are erroneously interpreted as being invading carci- 
noma cells. 

It cannot be denied that tumor cells, like other 
corpuscular elements, may be carried to regional 
lymph glands by the lymphatics, but it is not readily 
understood how these displaced cells are able to 
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multiply to such an extent and reproduce organic 
structures resembling the tissue of origin. Moreover, 
the question as to the origin of the supporting tissue 
remains unanswered. All of these functions disagree 
with the often expressed view that the tumor cel! is 
especially weak, sick, and damaged. There can be no 
doubt that, for instance, an epitheloid cell or Lang- 
hans giant cell is not carried from the primary site to 
distant lymph glands. It develops rather in that 
location under the influence of bacteria. Carcinoma 
is not, to be sure, an infectious disease, but in the last 
analysis the specific granulation tissue also is only 
the product of an endotoxin and all of these phenom- 
ena are to be considered from the point of view of the 
disposition of foreign organized protein. 

The author regards tumor metastasis also as the 
expression of a general metabolic disturbance mani- 
fested in tumor cachexia rather than as a condition 
of local origin. In this connection he cites experi- 
ments in which, under the influence of chemical su)- 
stances (tar) and as the result of tumor transplanta- 
tion, distant effects in the form of tumor growths 
appeared in other regions rather than at the site of 
inoculation. He is of the opinion that tumor met s- 
tasis in lymph glands also takes place right there. 
The initiating factor is the still unknown agent that 
provided the first impulse toward tumor formation. 
The development of the neoplasm in the lymph 
glands is closely related to the reticulo-endothe'ial 
system. ZILLMER (Z). 
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‘The relation of infected teeth to the general health. 
H. E. — Radiol. Rev. & Chicago Med. Rec., 1930, 
lii, 15 
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tion of dental enamel. W. J. Gres and collaborators. J. 
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Congenital basal-cell tumors of the gums. A contribution 
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G. AXHAUSEN. Deutsche Monatsschr. f. Zahnh., 1930, 
xlviii, 337. 

A case of double tongue. S. J. H. Grirrirus. Brit. J. 
Surg., 1930, XVii, 691. 

Mixed tumors of the tongue and sublingual gland. A. 
Brunscuwic. Surg., Gynec. & Obst., 1930, 1, 407. [107] 

Ludwig’s angina. J. F. Park. J. Oklahoma State 
M. Ass., 1930, xxiii, 
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Mixed tumors in the soft palate; reports of two cases 
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Arch. Laryngol., 1930, xi, 137. [107] 

Abscess of the epiglottis. New York 
State J. M., 1930, xxx, 448. 

Parapharyngeal abscess. E. WATSON-WILLIAMS. Lancet, 
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Retrotubal caseous retention and its — Escat. 
Arch. internat. de laryngol., 1930, xxxvi, 2 

Some considerations upon the réle of the saulen tonsils. 
Gautr. Arch. internat. de laryngol., 1929, xxxv, 1180. 
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laryngol., 1930, Xxxvi, 222. 
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Vincent’s angina. G. O. CUMMINGs. 
Med., 1930, ccii, 768. 
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Gutrman. Arch. Otolaryngol., 1930, xi, 426. 
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Tonsillar block anesthesia. J. I. pEL Piano. Rev. de 
especialidades, Asoc. méd. argent., 1929, iv, 1590. 


G. B. GILMore. 


New England J. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


167 


The inoperable tonsil; treatment with radium in pref- 
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Results of the operative treatment of Basedow’s disease. 
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Stenosis of the larynx and trachea. H. A. Beat. Laryn- 
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A case of false hemoptysis due to the presence of a 
leech in the larynx. M. Yort. Arch. internat. de laryngol., 
1929, XXXV, I198. 

Laryngeal tuberculosis. 
J. M., 1930, xxv, 806. 

Acute miliary tuberculosis of the larynx in a child of 
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Considerations upon the treatment of laryngeal tuber- 
culosis by ultraviolet rays and by the high frequency 
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1929, XXXV, 1167. 
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Brain and Its Coverings; Cranial Nerves 
The oaenes patient, including fractures of the skull. 
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The prevention of apoplexy. 
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The surgical treatment of epilepsy. A. JrrASEK. Chirurg. 
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The surgical treatment of spastic paralysis. W. B. 
CarRELL. Texas State J. M., 1930, xxv, 796. 
Foreign bodies in the brain. L. Dretzka. Am. J. 
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A large foreign body in the brain. Dr CArSTECKER. 
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The pressure of the cerebrospinal fluid. H. Lea-Piaza 
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On the existence of a fourth hormone, thyreotropic in 
nature, of the anterior pituitary. F. A. E. Crew and B. P. 
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Contributions of otology to neurology. J. G. WiLson. 
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Studies upon the normal and pathological structure of 
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med., Univ. de Montevideo, 1930, xv, 45. 

Tumors of the central nervous system. O. VERAGUTH. 
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Tumors of the central nervous system. 
Deutsche Ztschr. f. Nervenheilk., 
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Xanthoma of the larynx. H. A. Scuatz. Laryngoscope, 
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Northwest Med., 1930, xxix, 153. 
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Spinal Cord and Its Coverings 
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cialidades, Asoc. méd. argent., 1929, iv, 1270. (109) 
Tumors of the spinal canal. P. Battery and P. C. Ivy. 
Surg. Clin. North Am., 1930, x, 233. 
The topographic diagnosis of "4 tumors o/ the 


meninges by means of lipiodol. G. R. Larora.  \ed. 


Ibera, 1930, xiv, 301. 


| 
fra 
Br 
ga 
set 
XX’ 
col 

PR 
| 

80 
De 
At 

M 

f. 
Sn 
xv 
Ze 
D 
ge 
N 
D 
ea 
Te] 
| Ri 

M 
A. 
de 
tre 
ar, 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Peripheral Nerves 


Late paralysis of the ulnar nerve secondary to an old 
fracture involving the external condyle of the humerus. 
Bressor. Bull. et mém. Soc. d. chirurgiens de Par., 1930, 
xxii, 153+ 

Sciatica. E. Boncina. Med. J. & Rec., 1930, cxxxi, 305. 

\'reezing of the sciatic and saphenous nerves for juvenile 
gangrene. LAEWEN. Zentralbl. f. Chir., 1930, p. 219. 

Neurinoma of the sciatic nerve operated upon with con- 
servation of the nerve. ALAMARTINE. Lyon chir., 1930, 
XXVil, 79. 

Neurinoma of the posterior tibial nerve; extirpation with 
conservation of the continuity of the nerve. C. LASSERRE. 
J. de méd. de Bordeaux, 1930, cvii, 137. 


Sympathetic Nerves 
The sympathetic system and pituary reflex. 
PRINCE. Semana méd., 1930, xxxvii, 825. 
Increased indications for the periarterial application of 
8o per cent alcohol (Rasumowsky). N. N. NASAROFF. 
Deutsche Ztschr. f. Chir., 1929, ccxxi, 142. 


A. LE- 


SURGERY OF 


Chest Wall and Breast 


Tumor of the chest wall. K. Speep. Surg. Clin. North 
Am., 1930, X, 213. 

Plastic operations on the breast. KOEHLER. Zentralbl. 
f. Chir., 1930, p. 103. 

Management of the postpartum breast. J. WALKER. 
Med. J. & Rec., 1930, cxxxi, 418. 

The bleeding and moist nipple. F. Kutue. Zentralbl. 
f. Chir., 1930, p. 341. 

A lesion common to the breast and prostate glands. 
Sir G. L. Cueatie and R. S. Brit. J. Surg., 1930, 
xvii, 619. 

Fibro-adenoma in an accessory breast. 
Am. J. Surg., 1930, viii, 830. 

Carcinoma-like conditions of the breast. GRONWALD. 
Zentralbl. f. Chir., 1930, p. 225. 

A systematic study of cancer of the breast. C. M. 
Domincuez. Bol. ofic. de la Liga Uruguaya contra el cancer 
genital femenino, 1929, iv, 145. 

Carcinoma of the breast. A. D. Brevan. 
North Am., 1930, x, 203. 

A case of metastatic carcinoma of the breast. C. BAUER. 
Deutsche Ztschr. f. Chir., 1929, ccxvii, 280. 

Primary carcinoma of the left breast associated with 
early metastatic involvement of the right scapula; case 
report. J. O. Bower and H. A. K. MeNGLE. Am. J. 
Roentgenol., 1930, xxiii, 415. 

Radium treatment of carcinoma of the breast. 
Keynes. Lancet, 1930, ccxviii, 439. 12] 

Operation and radiotherapy of carcinoma of the breast. 
M. Brutrin. Rev. méd. de la Suisse Rom., 1930, 1, 73. 


R. J. Ware. 


Surg. Clin. 


G. 


Trachea, Lungs, and Pleura 


Symptoms due to free foreign bodies in the trachea. 
A. Atcafno. Rev. méd. Lat.-Am., 1930, xv, 583. 

Wounds of the trachea. Rémy-Néris. Arch. méd.-chir. 
de Vappar. respir., 1929, iv, 516. 

rhe natural routes for roentgenography of the bronchial 
tree. J. Basavitpaso. Rev. de especialidades, Asoc. méd. 
argent., 1929, iv, 1553. 


109 


The status of surgery of the sympathetic nervous sys- 
tem. R. G. Spurtinc. South. M. J., 1930, xxiii, 204. 

Lumbosacral sympathetic gangionectomy: description 
of our technique, an experimental and clinical study. V.S. 
PerpiIna. Zentralbl. f. Chir., 1929, p. 2818. 

Thoracic and lumbar sympathetic ganglionectomy in 
peripheral vascular diseases; therapeutic value. A. W. 
Apson and G. E. Brown. J. Am. M. Ass., 1930, xciv, 
250. 0 

The surgical treatment of angina pectoris. W. DENK. 
Wien. med. Wehnschr., 1939, i, 10. 


Miscellaneous 


The automatism of the cardiac rhythm of the cerebro- 
spinal fluid. A. L. P. Bueno. Folha med., 1930, xi, 70. 

The neural mechanism of conduction. K. 5. LASHLEY. 
Rev. méd. de Barcelona, 1930, vii, 118. 

Pain of central origin. A discussion of some diseases of 
the central nervous system in which pain is a main symp- 
tom. H. L. Parker. Am. J. M. Sc., 1930, clxxix, 241. [110] 

Tissue culture in the study of immunity to herpes. 
C. H. ANpreEwEs. J. Path. & Bacteriol., 1930, xxxiii, 301. 


THE CHEST 


A new method for the intrabronchial injection of lipiodol 
in a child. P. F. ArmMANnp-DELILLE and J. 
Presse méd., Par., 1930, Xxxvili, 378. 

Portion of a safety pin in the right main bronchus; 
removal; bronchoscopy. E.G. G1Lu. Virginia M. Month., 
1930, XVii, 33. 

Massive collapse of the lung. 
Lancet, 1930, ccxvili, 331. 

Massive collapse of the lung. L. J. Moorman. Ann. 
Int. Med., 1939, iii, 1024. 

Pulmonary atelectasis as a complication of bronchial 
asthma. J. A. CLARKE, Jr. Arch. Int. Med., 1930, xlv, 624. 

Non-tuberculous diseases of the lung tissue. C. P. 
EMERSON. J. Indiana State M. Ass., 1930, xxiii, 167. 

Pulmonary syphilis. A. E. Greer. Am. J. Syphilis, 
1930, Xiv, 195. 

Fungous diseases of the lung. E. H. BrRanpt. Nebraska 
State M. J., 1930, xv, 150. 

Cavitation and repair of pulmonary tuberculosis. A. N. 
Srinctarr. Ann. Int. Med., 1939, iii, 1038. 

The use of surgery in pulmonary tuberculosis. H. M. 
Davies. Brit. M. J., 1930, i, 087. 

Indications for surgery in pulmonary tuberculosis. H. FE. 
SCHIFFBAUER. California & West. Med., 1930, xxxii, 245. 

The determination of the oxygen deficiency in the arterial 
blood as a means of determining the indications for col- 
lapse therapy and other types of surgical treatment of 
lung diseases. K. Henius. Deutsche Ztschr. f. Chir., 
1930, CCXXii, 134. 

Compression therapy in the treatment of pulmonary 
tuberculosis. R. B. Batty. West Virginia M. J., 1930, 
XXxvVi, 207. 

Pneumothorax for pulmonary tuberculosis. S. peL Rfo. 
Rev. méd. de Chile, 1930, Iviii, 165. 

Artificial pneumothorax preliminary to thoracotomy 
with a free pleura. Arce and IvANisseyvircu. Arch. 
franco-belges de chir., 1930, Xxxli, 92. 

Laminar pleuritis and its significance in artificial 
pneumothorax. L. Savé. Rev. méd. de Barcelona, 1930, 
vii, 233. 

Artificial paralysis of the diaphragm in the surgical 
treatment of pulmonary tuberculosis. (An operation in 


Sir J. R. BRaprorp. 
112 


170 


itself or a preparatory procedure?) M. Ernst. Deutsche 
Ztschr. f. Chir., 1930, ccxxii, 30. 

The indications for and the results of phrenicectomy 
in the treatment of pulmonary tuberculosis. LEuREt, 
CHARRIER, and Caussimon. J. de méd. de Bordeaux, 1930, 
CVii, 103. 

The simplification of thoracoplasty in multiple stages. 
W. C. Metss. Nederl. Tijdschr. v. Geneesk., 1930, i, 268. 

Congenital pedunculated cysts of the lung. H. O. 
Krerne. Muenchen. med. Wchnschr., 1930, i, 110. 

The medical treatment of lung abscess. R. MicNort. 
Presse méd., Par., 1930, xxxviii, 387. 

Pulmonary abscess treated by vaccinal therapy. T. R. 
Bustos. Rev. méd. de Chile, 1930, lviii, 221. 

Primary lung tumor. L. M. Bonner. J. Am. M. Ass., 
1930, XCiv, 1044. 

Mesenchymatous tumors of the lung and pleura. I. 
Pinot. Radiology, 1930, xiv, 391. 

Primary carcinoma of the left lung with cavitation and 
abscess formation. BrEzANCON, AzouLAy, and Duruy. 


Bull. et mém. Soc. méd. d. hop. de Par., 1929, xlv, fig: 
11 


Some aphorisms upon experimental surgery of the lung. 
G. RosentHat. Arch. méd.-chir. de l’appar. respir., 1929, 
iv, 494. 

The newer results of lung surgery. 
Orvosképzés, 1929, Xix, 503. 

Pyopneumothorax in an infant of eight months. P. DE 
ELIzALvE and P. R. Cervint. Rev. de especialidades, 
Asoc. méd. argent., 1929, iv, 1504. 

Roentgenological aspects of empyema. R. PATERSON. 
Am. J. Surg., 1930, viii, 638. {113] 

Roentgenological demonstration of pleurisy in children. 
E. G. Stotorr. Am. J. Surg., 1930, viii, 662. [113] 

Typhoid empyema. V. RApANt. Casop. lék. Sesk., 1930, 
i, 16. 

Accessory mechanical appliances for drainage of em- 
pyema cavities. C. Emerson. Nebraska State M. J., 
1930, XV, 140. 

Heart and Pericardium 

A standardization roentgenological study of the heart 
and great vessels in the left oblique view. G. H. O’Kane, 
F, D. Anprew, and S. L. Warren. Am. J. Roentgenol., 
1930, Xxiii, 373. 

Decompression of the heart. Summers. Ann. Surg., 
1930, xci, 610. 


G. Martotay. 


INTERNATIONAL ABSTRACT OF SURGERY 


Cardiolysis. H. Scutorrer. Med. Klin., 1929, ji, 
1777: [114] 
The fundamental principles of thoracoplastic measures 
for the production of a mechanical effect on the work of 
the enlarged heart. H. Fiscner. Arch. f. klin. Chir, 
1920, clvi, 112. {114] 

The differential diagnosis of cardiovascular syphilis. 
W. D. Rew. Am. J. Syphilis, 1930, xiv, 188. 

Congenital rhabdomyoma of the heart. G. Brown and 
J. Gray. Lancet, 1930, ccxviii, 915. 

An unusual case of diffuse tuberculous infiltration of the 
myocardium. J. G, THomson. J. Path. & Bacteriol, 
1930, XXxXiii, 259. 

Pneumopyopericardium and its radiological diagnosis, 
J. F. Brattsrorp. Brit. J. Radiol., 1930, iii, 180 


Csophagus and Mediastinum 


A foreign body in the cesophagus. F. Games. Semana 
méd., 1930, xxxvii, 680. 

Concerning the extraction under cesophagoscopic control 
of some foreign bodies of the cesophagus. GuISEz. Bull. 
et mém. Soc. d. chirurgiens de Par., 1930, xxii, 112. 

Congenital atresia of the cesophagus. S. S. ARoNns»y. 
J. Indiana State M. Ass., 1930, xxiii, 169. 

The lower end of the cesophagus at birth and in the 
adult. H. P. MosHer. J. Laryngol. & Otol., 1930, x!v, 
161. (115) 

Modification of the Sippy cardiospasm dilator. J. HH. 
Fitzc1spon. Northwest Med., 1930, xxix, 171. 

Roentgen diagnosis of cancer of the cesophagus. J. T. 
FARRELL, JR. Radiology, 1930, xiv, 282. 

Operation for carcinoma of the cesophagus by the 
endoscopic route. A. SEIFFERT. Ztschr. f. Hals-, Nascn-, 
u. Ohrenheilk., 1929, xxiv, 585. (115) 

Mediastinitis following removal of the thyroid. I. S. 
Marinzer. Am. J. Surg., 1930, viii, 817. 

Tuberculous mediastinitis. K. KornsLum and D. A. 
Cooper. Am. J. Roentgenol., 1930, xxiii, 276. {116} 

Thymic shadows of newborn infants. H. B. Popiasxy 
and S. E. Koun. Am. J. Dis. Child., 1930, xxxix, 782. 

The thymus gland. E. G. WHerry. J. Med. Soc. New 
Jersey, 1930, xxvii, 324. 

The thymus and status lymphaticus. J. L. Morsr. 
J. Michigan State M. Soc., 1930, xxix, 271. 

Symptoms of vagotonia and thymic hypertrophy. C. A. 
Apricu. J. Am. M. Ass., 1930, xciv, 1119. 


SURGERY OF THE ABDOMEN 


Abdominal Wall and Peritoneum 


Plastic operation of the aponeurosis in a case of laparo- 
cele of the median line. D. CLEMENTE. Policlin., Rome, 
1930, XXXVii, Sez. prat. 173. 

The X-ray diagnosis of right paraduodenal hernia. 
J. Taytor. Brit. J. Surg., 1930, xvii, 639. 

Two cases of inguinal hernia containing the fallopian 
tube and ovary. E. L. Vita and E. JuLren. Semana 
méd., 1930, Xxxvii, 678. 

The use of fascial strips in the repair of recurrent in- 
guinal hernia. E. M. Hopcxins. New England J. Med., 
1930, Ccii, 797. 

Infection of the abdominal wall with bacillus welchii 
following enterostomy for bowel obstruction. E. BUTLER 
and G. Ruopes. California & West. Med., 1930, xxxii, 248. 

Pauchet closure. C. B. Davis. Surg. Clin. North Am., 


1930, X, 259. 


True peritonitis in children. W. OBADALEK. Deutsche 
Ztschr. f. Chir., 1929, ccxx, 307. [117] 

Air peritonitis. W. F. Suermonpt. Deutsche Ztsclir. f. 
Chir., 1930, ccxxii, 125. 

Pseudomyxoma peritonzi secondary to ovarian cyst- 
adenoma. J. C. MAsson and R. A. Hamrick. Canadian 
M. Ass. J., 1930, xxii, 508. 

Cure of thrombosis of the superior mesenteric vein by 
resection of the entire small intestine. J. WvLs':¥. 
Zentralbl. f. Chir., 1929, p. 3155. {118] 

Lymphadenitis mesenterica apostematosa. J. A. Wa‘. 
Rev. méd. de Chile, 1930, lviii, 134. ; 

Mesenteric cysts. C. W. Frynn. Ann. Surg., 1930, sch 
505. 
An inflammatory tumor of the omentum the size of ‘wo 
fists. LaEwen. Zentralbl. f. Chir., 1930, p. 128. 

Primary sarcoma of the great omentum. D. M. Gris. 
Edinburgh M. J., 1930, xxxvii, 237. 


in 
I 
ir 
d 
a 
C 
a 
if 
r 
J 
a 
b 
e 
J 
I 
8 
( 
1 
] 
: 
j 
] 
I 
] 
( 
( 
( 
] 


Gastro-Intestinal Tract 


Roentgenological studies of the gastro-intestinal canal 
in ae H. Bere. Fortsh. a. d. Geb. d. Roentgenstrahlen, 
1929, xl, 844 

Roentgen a elie of the internal contours of the gastro- 
intestinal canal. A contribution to the clinical roentgen 
diagnosis especially of inflammations, tumors, and cancer. 
H. H. Berc. 1930: Leipzig, Thieme. 

The surgical treatment of blood changes due to disease 
of the gastro-intestinal canal. O. NorpMANN. Chirurg., 
1929, 1, 104. 

Intragastric photography. B. M. Brernsrer and I. 
Gray. New York State J. M., 1930, xxx, 433. 
Gastromegaly in a child aged two years. 
Proc. Roy. Soc. Med., Lond., 1930, xxiii, 823. 

The study of gastric malformations resulting from 
anomalies in the form and position of the diaphragm. 
DersHEw and Toussaint. Arch. méd.-chir. de l’appar. 
respir., 1929, iv, 380. 

Phytobezoar in the stomach; case report. J. D. Caur. 
Am. J. Roentgenol., 1930, xxili, 413. 

Epigastric herni in lesions of the stormach. F. Parm. 
J. de méd. de Bordeaux, 1930, wn 131. 

Congenital pyloric stenosis. A. D. BevAN. Surg. Clin. 
North Am., 1930, x, 183. 

Stenosis of the pylorus with spasm and hypertrophy in 
adults; surgical aspects. C. B. Morron. Virginia M 
Month., 1930, lvii, 46. 

Pylorospasm of infants. D. M. Dayton. Northwest 
Med., 1930, xxix, 163. 

The mechanism of the production of hydrochloric acid 
by the gastric glands. G. P. GoNALONS. Arch. argent. de 
enferm. d. apar. digest., 1930, v, 425. 

The influence of menstruation on the activity of the 
stomach. E. ScHLANGE. Med. klin., 1930, i, 14. 

The effect of colitis on gastric digestion. J. I. FARRELL. 
J. Lab. & Clin. Med., 1930, xv, 623. 

Gastric chlorides in achylia gastrica. MoGENA and 
L6érEz FERNANDEZ. Prog. de la clin., Madrid, 1930, xviii, 
89. 

Operations in cases of gastroduodenal hemorrhage. 
G. Peco. Semana méd., 1930, xxxvii, 429. 

Linitis Martinez. Rev. méd. d. Rosario, 
1930, XX, 5 

astric, eshusl, and secondary peptic ulcers. C. 
BENNETT. Glasgow M. J., 1930, cxiii, 182. 

The effect * resection of the extrinsic and intrinsic 
gastric nerves on the development of postoperative peptic 
ulcer. G. Perrotri1. Ann. ital. di chir., 1930, ix, 138. 

The complications of gastric ulcer. R. H. CHANEY. 
J. Med. Ass. Georgia, 1930, xix, 128. 

Pyloric ulcer and secretion from an accessory pancreas. 
Woutwitt. Klin. Wchnschr., 1929, ii, 2137. 

Gastroduodenal hemorrhage in ulcer. G. Peco. Semana 
méd., 1930, XXXVii, 334- 

Subjective improvement in ulcer cases after hemorrhage. 
B. L. VeLAzquez. Clin. y lab., 1930, xvi, 177. 

Peptic ulcer, its management. G. H. LANPHERE. 
California & West. Med., 1930, xxxii, 236. 

The conservative and operative treatment of peptic 
ulcer. H. Scour. Wien. med. Wchnschr., 1929, ii, 1287. 

Bismuth salts in the treatment of gastroduodenal ulcer. 
J. L. Yactr and Espinosa. Med. Ibera, 1930, xiv, 190. 

The treatment of gastroduodenal ulcer, with the report 
of a case of gastric ulcer in a woman. D. Prat. An. Fac. 
de med., Univ. de Montevideo, 1920, Xiv, 1413. 

Gastro-enterostomy for gastric ulcer in a hemophiliac. 
P. Emite-Wet and R. Grécorre. Bull. et mém. Soc. 
nat. de chir., 1930, lvi, 136. 


R. MILLER. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


171 


Gastric resection for postoperative peptic ulcer. I’. Dr 
Gironcott. Zentralbl. f. Chir., 1930, p. 25. 

Reflections on our failures after resection for gastric 
and duodenal ulcers. H. von HaBerer. Zentralbl. f. 
Chir., 1930, p. 66. 

Operation for failures of operation for gastric ulcer and 
chronic gastritis; recurrent ulcer and gastritis in the 
surgically treated stomach, postoperative adhesions, and 
neurosis. R. WANKE. Deutsche Ztschr. f. Chir., 1920, 
CCXX, 263. [118] 

A stricture of the orifices of gastro-entero-anastomosis 
in a case of gastroduodenal ulcer. B. Detore and J. pe 
GIRARDIER. Presse méd., Par., 1930, XXXViii, 299. 

Silent perforation of a gastric ulcer; free gas and fluid 
in the abdominal cavity without clininal signs. R. Gré- 
GOIRE. Bull. et mém. Soc. nat. de chir., 1930, lvi, 225. [119] 

Ten cases of perforated ulcer treated by excision and 
pyloroplasty. L. Grmautt. Arch. franco-belges de chir., 
1930, Xxxii, 124. 

Pylorogastric resection for perforated ulcer and cancer. 
P. GurpaL. Bull. et mém. Soc. nat. de chir., 1930, lvi, 
214. 

The pathogenesis and treatment of gastro-enterocolic 
fistula. N. LA GrAvINEsE. Policlin., Rome, 1930, xxxvii, 
sez. chir. 66. [120] 

Prolapse of pedunculated tumors and gastric mucosa 
through the pylorus and duodenum; roentgenological 
diagnoses. E. P. PENDERGRASS. J. Am. M. Ass., 1930, 
XCiV, 317. 

Myoma of the stomach. M. J. VERNENGo. 
méd., 1930, xxxvii, 798. 

Gastric myomata. H. Picarp. 
Chir., 1929, ccxvi, 136. 

Cancer of the stomach. C. T. C. pe Crespicny. 
J. Australia, 1930, i, 549. 

A new technique in gastrostomy. GERNEz and Ho-Dac- 
Dr. Presse méd., Par., 1930, xxxviii, 191. 

Another case of cesophagogastrostomy. B. BREITNER. 
Wien. med. Wchnschr., 1930, i, go. 

The result of a method of permanent gastrostomy. 
GERNEZz. Bull. et mém. Soc. nat. de chir., 1930, lvi, 103. 

Protection of the gastro-intestinal sutures by drains 
and gauze strips. F. Manpt. Deutsche Ztschr. f. Chir., 
1929, CCXixX, 107. {120] 

The disease of gastro-enterostomy. N. Raut. Arch. 
argent. de enferm. d. apar. digest., 1930, Vv, 365. 

Metabolic studies following complete resection of the 
stomach. G. BREITENBACH. Muenchen. med. Wchnschr., 
1929, li, 1920. 

Congenital non-rotation of the intestines. R. H. Mote. 
Brit. J. Surg., 1930, xvii, 670. 

Acute intestinal obstruction. 
M. & S., 1930, xcii, 221. 

Acute intestinal obstruction in infancy and childhood. 
P. L. Hiestey. Med. J. Australia, 1930, i, 449. 2 

The indications and method of action and dosage of 
hypertonic sodium chloride in intestinal obstruction. R. 
Denis. Presse méd., Par., 1930, Xxxviii, 203. 

High intestinal fistula. D. WArsHAw and W. J. Horr- 
MAN. J. Am. M. Ass., 1930, xciv, 1050. 

Some new cases of enterocolitis due to ascarides. 
M. LujAn. Rev. méd. Lat.-Am., 1930, xv, 563. 

Ameebiasis in the Northwest. G. H. Hummer. North- 
west Med., 1930, xxix, 173. 

A study of intestinal tuberculosis among ex-service men. 
P. B. Matz. Am. J. M. Sc., 1930, clxxix, 532. 

Typhoid perforation operated upon af ter eighteen hours: 
exteriorization; new perforation on the twentieth day in 
the exteriorized loop; cure. P. Morroup. Bull. et mém. 
Soc. nat. de chir., 1930, lvi, 200. 


Semana 
Deutsche Ztschr. f. 


Med. 


A. McGLannan. South. 


172 


Cystic tumors of the intestine and its supporting ap- 
Schweiz. med. Wchnschr., 1929, 


{120} 
E. Potya. Zentralbl. f. Chir., 


paratus. F. BECKER. 
li, 979, 1006. 

Lipoma of the bowel. 
1929, p. 2518. 

A specimen of implantation of secondary carcinoma 
within the intestines. J. H. Teacuer. J. Path. & Bacteriol., 
1930, XXxiii, 489. 

Two cases of total volvulus of the small intestine and 
the right half of the colon. MovuLoncuret-DoLeris and 
D’AvBIGNE. Bull. et mém. Soc. nat. de chir., 1930, lvi, 
122. 

Inflammatory volvulus of the small intestine and the 
ileocecal portion of the intestine. R. VALKANyI. Orvos- 
képzés, 1929, xix, 41. {121] 

Spastic ileus. L. Surg., Gynec. & 
Obst., 1930, 1, 721. 

Chronic idiopathic duodenal ileus associated with 
hana nga report of cases, one with anatomical 
eee. . L. McWuorter. Arch. Surg., 1930, 
XX, 643. 

Biliary ileus. H. DusoucHer. Bull. et mém. Soc. nat. 
de chir., 1930, lvi, 205. {121] 

The treatment of biliary ileus. Lyon 
chir., 1930, xxvii, 107. 

Three operative cases of biliary ileus. J. Quénv. Bull. 
et mém. Soc. nat. de chir., 1930, lvi, 85. 

Tleostomy in extreme cases of toxic ileus. W. A. SHER- 
woop. Ann. Surg., 1930, xci, 598. 

Simple ulcer of the small intestine. 
Rev. méd. de la Suisse Rom., 1930, 1, o1. 

Carcinoid of the small intestine with very abnormal 
evolution. V. PLANSON. Bull. et mém. Soc. d. chirurgiens 
de Par., 1930, xxii, 93. 

Duodenal diverticulosis. P. N. B. OpGERs. 

Surg., 1930, xvii, 592. 

The surgery of duodenal diverticula. O. Hann. Beitr. 
z. klin. Chir., 1929, cxlviii, 255. [122] 

Duodenitis and duodenal ulcer. W. L. A. WELLBROCK. 
Ann. Surg., 1930, xci, 533. 

Chronic duodenal ulcer. J. B. DEAvER. Surg., Gynec. 
& Obst., 1930, 1, 745. 

Curling’s ulcer; duodenal ulcer following superficial 
burns. U. Mars. Ann. Surg., 1930, xci, 527. 

A symptomatic pelvic accumulation caused by a per- 
forated ulcer of the duodenum. Perrin. Lyon chir., 1930, 
XXVii, 134. 

Papilioma of the duodenum. BooKMAN. 
1930, xci, 610. 

Primary adenocarcinoma of the jejunum, with a report 
of two cases. F. C. Newron and R. C. BucktEy. New 
England J. Med., 1930, ccii, 255. {123] 

Primary sarcoma of the jejunum. Der CAESTECKER. 
J. de chir. et ann. Soc. belge de chir., 1929, p. 240. 

Hernia of an epiploic appendix of the sigmoid flexure 
twisted in a saccular cyst and simulating a hernial 
stricture. Le Gac. Bull. et mém. Soc. d. chirurgiens de 
Par., 1930, xxii, 133. 

Retardation of the ileocaecal passage and segmental 
hypertony of the ascending cecum and their relation to 
appendicitis. P. Jacquet, and J. PoREAUx. 
Presse méd., Par., 1930, Xxxviii, 235. 

Acute primary ileocolic intussusception. 
Ann. Surg., 1930, xci, 610. 

Ileocolic intussusception with Meckel’s diverticulum. 
F. CuristopHER. Surg. Clin. North Am., 1930, xX, 347. 

Clinic on Meckel’s diverticulum. R. B. BETTMAN. 
Surg. Clin. North Am., 1930, x, 363. 

Non-rotation of the colon. Grove. 
xci, 610. 


M. ZIMMERMAN. 


GUILLEMINET. 


C. CORNIOLEY. 


Brit. J. 


Ann. Surg., 


DuBose. 


Ann. Surg., 1930, 


INTERNATIONAL ABSTRACT OF SURGERY 


Hepatodiaphragmatic interposition of the colon. M. I. 
PANTOLINI and B. MINDLIN. Semana méd., 1930, Xxxvii, 


Pelvic colon strangulated by the appendix, intestina! 
occlusion; gangrene. Croisier. Bull. et mém. Soc. d. chirur- 
giens de Par., 1930, xxii, 151. 

Total intussusception of the colon in a man of forty- 
six years; colectomy and artificial anus; secondary repair 
of the anus; recovery. Brisset. Bull. et mém. Soc. nat. 
de chir., 1930, lvi, 223. 

Chronic ulcerative colitis; a review of investigation on 
its etiology. J. A. Barcen. Arch. Int. Med., 1930, 
xlv, 559. 

The operative treatment of polyposis coli. E. MELCHIO«. 
Beitr. z. klin. Chir., 1929, cxlvili, 304. 

Report of a case of carcinoma of the colon occurrinz 
in a patient with pulmonary tuberculosis. C. H. Jewer:. 
Clifton Med. Bull., Clifton Springs, New York, 1930, 
xvi, 67. 

Rare cases of volvulus of the cecum. L. STREHLINGE®. 
Orvosképzés, 1929, xix, 34. 

Primary solitary diverticulitis of the cecum. R. .\. 
Lreonarpo. Ann. Surg., 1930, xci, 540. 

A case of diverticulum of the cecum simulating acute 
recurrent appendicitis. F. L. Rocers and D. C. Hittoy. 
Nebraska State M. J., 1930, xv, 153. 

Cecocolic invagination as a complication after appendec- 
tomy. N. H. BRopERSEN. Acta chirurg. Scand., 1930, Ixvi, 
{124 

Foreign body in the appendix. P. Esau. Zentralbl. {. 
Chir., 1929, p. 3080. 

Inflammation of the appendix, its influence on the pelvic 
organs and the vertebral column (pain in the small of the 
back, lumbosacral syndrome). E. Hénck. Am. J. Sure., 


1930, viii, 872. 
Appendicitis. A. D. Bevan. Surg. Clin. North Am., 
N. Nissen. Ugesk. /. 


1930, X, IQI. 
The truth about appendicitis. 
L. Krart. Hosp. Tid., 


Laeger., 1929, i, 427. 

The ‘nosology of appendicitis. 
1926, ii, 1171. 

The early diagnosis of appendicitis in children. |. 
Fiusser. Muenchen. med. Wchnschr., 1929, ii, 1542. 

Clinical and pathological aspects of appendicitis. |i. 
Portis. Am. J. Surg., 1930, vili, 793. 

Bacteriology and pathogenesis of appendicitis. A. H. |". 
Dorsey. Surg., Gynec. & Obst., 1930, 1, 562. 

Appendicitis and the vegetative nervous system. Is 
Ricker right? F. REIscHAUER. Beitr. z. klin. Chir., 1920, 
cxlviii, 283. [124] 

Traumatic appendicitis. E. DEMAREST. Presse méi., 
Par., 1930, Xxxviii, 313. 

Appendicitis in children. W. R. SWARTZWELDER. Archi. 
Pediat., 1930, xlvii, 263. 

Report of five cases of fulminating appendicitis in chil- 
dren with a low “ed count. B. Portis. Surg. Clin. 
North Am., 1930, x, 359 

Appendicitis in old age. GaTEWoop. Surg. Clin. North 

M., 1930, X, 303. 

Appendicitis in Palestine. 
Wcehnschr., 1929, ii, 1620. 

The treatment of acute appendicitis. 
Am. J. Surg., 1930, viii, 759. 

Chronic appendicitis; its diagnosis and relation to other 
abdominal diseases. J. W. Lartmore. South. M. J., 1930. 
xxiii, 354. 

Congenital anomalies of the right colon. THEVENAR)). 
Bull. et mém. Soc. d chirurgiens de Par., 1930, xxii, 107. 

A rare case of torsion of the transverse colon. A. KRAUss. 
Polska gaz. lek., 1929, ii, 856. 


G. Garry. Wien. med. 


E. T. Crossa». 


I 

} 

t 

I 

f 

g 

] 

: ( 

] 

( 

| 


Benign obstruction of the sigmoid. F. CHRISTOPHER. 
Surg. Clin. North Am., 1930, x, 343 

Bladder symptoms from diverticulitis of the sigmoid. 
¥. H. Cotpy. New England J. Med., 1930, ccii, 805. 

Surgical treatment of sigmoiditis and its results. X. 
DELORE. Rev. de chir., Par., 1929, xlviii, 597. [124] 

Primary sarcoma of ‘the descending colon and sigmoid. 
M. Fanuccr. Policlin., Rome, 1930, xxxvii, sez. chir. 53. 

Operation for carcinoma of the sigmoid. E. POLyA. 
Surg., Gynec. & Obst., 1930, |, 733. 

Congenital absence of the rectum; congenital malforma- 
tions. Bourc. Bull. Soc. d’obst. ‘et de gynéc. de Par., 
1930, XIX, 153. 

A critical consideration of the treatment of rectal 
prolapse. R. and G. ApAMEK. Deutsche Ztschr. 

f. Chir., 1929, ccxx, 355. (125 

Rectal adenomatous polyp with carcinomatous de- 
generation. D. H. BEssESEN. Am. J. Surg., 1930, viii, 829. 

The treatment of cancer of the rectum. V. PaucHeEt. 
Bull. et mém. Soc. d. chirurgiens de Par., 1930, xxii, 136. 

One thousand sacral extirpations of the rectum for car- 
cinoma. F. MANbL. Deutsche Ztschr. f. Chir., 1929, 
ccxix, 3. [125] 

Intraperitoneal closure of fistulae and surgical abdominal 
anus; operative technique; results. P. Duvat and H. 
We ttt. Arch. franco-belges de chir., 1930, xxxii, ror. 


Liver, Gall Bladder, Pancreas, and Spleen 


The surgical aspects of biliary disease. R. S. FowLer, 
Am. J. Surg., 1930, viii, 750. 

Biliary tract drainage. J. T. Howarp. J. Am. M. Ass., 
1930, XCiv, 1055. 

Guanadine base concentration in the blood of normal 
persons and in patients with liver injury. R. ELLSworrn. 
Bull. Johns Hopkins Hosp., Balt., 1930, xlvi, 296. 

Hepatosis, report of a case. R. S. KUNKEL. Clifton 
Med. Bull., Clifton Springs, New York, 1930, xvi, 73. 

The enterohepatic syndrome; some therapeutic consid- 
erations. J. E. CARULLA and H. Zunino. Arch. argent. de 
enferm. d. apar. digest., 1930, v, 395 

Hamoclastic shock of Widal and the Rosenthal test in 
the diagnosis of hepatic insufficiency. P. J. ALMANZAR. 
Repert. de med. y cirug., 1929, XX, 501. 

The duodenal sound in benign infections of the liver. A. 
G. Sttva and J. B. Reyes. Rev. méd. de Chile, 1930, 
lviii, 216. 

Jaundice. S. R. RoBErts. New Orleans M. & S. J., 1930, 
Ixxxii, 664. 

Biliary salts in the development of icteric bradycardia; 
an experimental E. Tuomas. Rev. méd. de la 
Suisse Rom., 1930, |, 20 

The diagnosis of hydatid cyst of the liver. G. MoGENna. 
Arch. de med., cirug. y especial., 1930, xi, 178. 

Hydatid cysts of the liver opening into the bile passages. 
J. ABapIE. Bull. et mém. Soc. nat. de chir., 1930, lvi, 186. 

Tests of hepatic function in carcinoma; their value in 
cases of neoplasm of the colon with and without metastasis 
to the liver. J. A. BARGEN and F. W. Rankry. Ann. Surg., 
1930, XCi, 225. 

Cholecystography. S. 
1930, XXXVii, 633. 

The clinical value of cholecystography. R. T. WILson. 
South. M. J., 1930, xxiii, 345. 

Oral administration of iodekon in cholecystography. E 
and J. ANnsota. Rev. méd. de Chile, 1930, 
Vili, 212. 

Pharmacodynamic effects upon the gall bladder. 
Bassin and L. 
ceili, 311. 


Semana méd., 


A. L. 
R. WHITAKER. New England J. Med., 1930, 
{125] 


BIBLIOGRAPHY OF CURRENT LITERATURE 


173 


Pericholecystitis-periduodenitis. K. Lagua. Beitr. z. 
klin. Chir., 1929, cxlviii, 260. 
Acute cholecystitis, its surgical treatment. S. H. 


MENTZER. California & West. Med., 1930, xxxii, 224. 

The réle of short-circuit operations in the treatment of 
cholecystitis. R. H. O. B. Ropinson. Lancet, 1930, 
Ccxviii, 673. 

Some modern aspects of cholecystitis and cholelithiasis. 
A. J. WALTON. Lancet, 1930, ccxviii, 334. 

Remote symptoms of gall stones. C. W. Downen. 
South. M. J., 1930, xxiii, 281. 

Intramural gall stones. A. Gosset, P. Duvat, I. Brr- 
TRAND, and F. Moutrer. Presse méd., Par., 1930, xxxviii, 
161. 

Two cases of gall-stone disease. 
Clin. North Am., 1930, x, 175. 

The importance of external choledochoduodenostomy i in 
the treatment of gall-stone disease. H. FINSTERER. Arch. 
f. klin. Chir., 1929, clvi, 417. [126] 

Carcinoma of the gall ‘bladder. L. Strausz. Gydégydszat, 
1929, ii, 550. 

Incision along the costal angle in operations on the gall 
bladder. H. BAumMEcCKER. Beitr. z. klin. Chir., 1920, 
cxlviii, 27. 

The legitimate indications for cholecystogastrostomy. L. 
BéRARD and P. MALLET-Guy. Lyon chir., 1930, xxvii, 5. 

Cholecystogastrostomy. F. G. DuBose. Internat. J. 
Med. & Surg., 1930, xliii, 196. 

Cholecystotomy, cholecystostomy, and cholecystectomy. 
J. P. Runyan. Internat. J. Med. & Surg., xliii, 199. 

Repair of the hepatic duct. F. CuristopHER. 
Clin. North Am., 1930, x, 337. 

Ascaris lumbricoides causing common duct obstructions. 
W. J. GALLAGHER. J. Missouri State M. Ass., 1930, xxvii, 
170. 

"Cholangeitis. S. Jupp and A. H. McINbor. J. 
Michigan State M. Soc., 1930, xxix, 174. 

Lipiodol studies of postoperative biliary fistule. L. 
GinssBurG and E. W. BenyAmin. Ann. Surg., 1930, xci, 
23 [126] 


A. D. Bevan. Surg. 


Surg. 


Pancreatic bladder in the domestic cat; report of a case. 
G. M. Hicerns and C. M. WitHELMJ. Arch. Surg., 1930, 
XX, 305. 

The reflux of pancreatic and duodenal secretions through 
a drainage tube in the common bile duct. W. WALTERs and 
J. M. Marsua.t. Surg., Gynec. & Obst., 1930, 1, 627. 

An experimental study of the islet cells of the pancreas 
in vivo. J. L. O'Leary. Anat. Record, 1930, xlv, 27. [126] 

The time factor in the action of pei enzymes. L. 
Martin. Arch. Int. Med., 1930, xlv, 53 

The cause of death following bea Fn the total loss of 
pancreatic juice. R. ELMAN and A. F. HARTMANN. Arch. 
Surg., 1930, xx, 333. 

Insulin inactivation by human blood cells and plasma in 
vitro: the effect of normal and of diabetic blood on insulin 
action. S. Karewirz, P. Conren, and S. D. Leaper. Arch. 
Int. Med., 1930, xlv, 546. 

Carotinemia and diabetes: II. The relationship be- 
tween the sugar, cholesterol, and carotin contents of blood 
plasma. I. M. RAsrnowitcu. Arch. Int. Med., 1930, xlv, 
586. 

Surgical aspects of diabetes. C. C 

, 1930, XXViii, 179. 

The diagnosis of pancreatic cysts. DrLANNoy and 
Razemon. Arch. franco-belges de chir., 1930, XXxii, 107. 

The clinical picture of acute pancreatic necrosis. H. 
Smon. Beitr. z. klin. Chir., 1929, cxlviii, 279. 

The clinical and laboratory diagnosis of acute pancreatic 
necrosis. S. K. Be1GLer and M. Marcus. J. Michigan 
1930, Xxix, 289. 


Howarp. Kentucky 


State M. Soc., 


174 


Traumatic injuries of the spleen. J. M. Foster, Jr. 
Colorado Med., 1930, xxvii, 130. 

The réle of the spleen in the production of antibodies. 
W. W. C. Toptey. J. Path. & Bacteriol., 1930, xxxiii, 339. 

The spleen and its surgical disorders. J. D. Hancock. 
Kentucky M. J., 1930, xxviii, 189. 

Splenectomy for Banti’s syndrome. W. A. SHERWOOD. 
Ann. Surg., 1930, xci, 603. 

Hemorrhagic cysts of the spleen. A. KREKELER. Arch. 
f. path. Anat., 1929, cclxxiv, 60. 

Splenectomy for true cyst of the spleen in a child. 
Santy. Lyon chir., 1930, xxvii, 101. 


Miscellaneous 


Diaphragmatic foreign body; removal. Pater. Lyon 
chir., 1930, xxvii, 105. 

Abdominal trauma with visceral injury. J. W. D. Dicks. 
Internat. J. Med. & Surg., 1930, xliii, 183. 

Injury to the abdomen with an explosion of a viscus. 
C. B. Davis. Surg. Clin. North Am., 1930, x, 265. 

Phrenic neurectomy as treatment of diaphragmatic 
hernia. F. Norp. Acta med. Scand., 1929, Lxxii, 517. 

Some acute conditions within the abdomen. J. W. 
BARKSDALE. New Orleans M. & S. J., 1930, Ixxxii, 692. 

The diagnostic significance of abdominal pain. E. Hess. 
Internat. J. Med. & Surg., 1930, xliii, 186. 


INTERNATIONAL ABSTRACT OF SURGERY 


Pain in the diagnosis of right lower abdominal disease. 
L. J. Starry. South M. J., 1930, xxiii, 352. 

Subhepatic perivisceritis. A. G. Smtva. Rev. méd. de 
Chile, 1930, lviii, 85. 

The importance of anaérobic bacilli as agents of infection 
of the abdominal organs, particularly in the abdomina! 
cavity of the adult. W. Lornr. Ergebn. d. Hyg., 1920, x, 
488. (127) 

Abdominal types of Hodgkin’s disease. H. Durann. 
Arch. argent. de enferm. d. apar. digest., 1930, v, 335. 

Infected cyst of the urachus. GATEWoop. Surg. Clin. 
North Am., 1930, x, 300. 

Pressure caused by abdominal tumors. G. W. THEOBALD. 
Lancet, 1930, ccxvili, 904. 

Oxyperitoneum. H. B. McCorkie. New Orleans M. & 
S. J., 1930, lxxxii, 682. 

Pneumoperitoneum in the course of artificial pneumo- 


thorax. T. STEpHANI, J. STEPHANI, and H. 


Arch. méd.-chir. de l’appar. respir., 1929, iv, 404. 

The effect of abdominal operations on the mechanism 
of respiration: with special reference to pulmonary em 
bolism and massive collapse of the lungs. D. H. Parry. 
Brit. J. Surg., 1930, xvii, 487. (128) 

Efficiency of the various types of anastomoses of th: 
hollow viscera. M. BEHREND. Ann. Surg., 1930, xci, 514. 

Abdominal drainage. C. C. Hichtower. New Orleans 
M. &S. J., 1930, Ixxxii, 690. 


GYNECOLOGY 


Uterus 


The topography and morphology of the nervous ele- 
ments of the uterus. M.S. Narpitscu. Arch. f. Gynaek., 
1920, CXxxix, 283. 

The function of the rabbit cervix during coitus. A. 
Watton. J. Obst. & Gynaec. Brit. Emp., 1930, xxxvii, 92. 

Uterus bicornis unicollis with atresia and hematometra 
of one horn. W. H. Grant and D. Rose. Am. J. Obst. & 
Gynec., 1930, XIX, 555- 

Gonorrhcea and retroflexion of the uterus, with a dis- 
cussion. LreGNer. Monatsschr. f. Geburtsh. y. Gynaek., 
1920, Ixxxiii, 129. 

Wertheim interposition. L. S. Netson. J. Kansas M. 
Soc., 1930, xxxi, 138. 

A new operation for the treatment of genital prolapse. 
A. NaTanoon. Ginek. polska, 1929, viii, 174. 

Should the curette be scrapped? H. E. Stern. Med. J. & 
Rec., 1930, CXXxi, 414. 

A report of ninety cases of endocervicitis treated with a 
new type of actual cautery. H. W. Baker and G. S. 
Mites. Am. J. Obst. & Gynec., 1930, xix, 548. 

Generalized peritonitis after treatment of a fibroma with 
radium. Bonnet. Bull. et mém. Soc. d. chirurgiens de 
Par., 1930, XXii, 142. 

Transition to malignancy in benign lesions of the uterine 
mucosa. W. R. Cooke. Am. J. Obst. & Gynec., 1930, 
Xix, 210. 

The papilla index in leucoplakia of the cervix. H. Hin- 
SELMANN. Ztschr. f. Geburtsh. u. Gynaek., 1930, xcvii, 43. 

Uterine polyposis, malignant transformation with pul- 
monary metastases. W. T. DANNREUTHER. Am. J. Surg., 
1930, Viii, 824. 

Two cases of epithelioma of the cervical origin. P. 
Petit-DutarLuts. Gynécologie, 1930, xxix, 99. 

A study of the bacterial flora in epithelioma of the cervix. 
Its importance in irradiation therapy. R. VINzENT and 
O. Monop. Gynéc. et obst., 1929, xx, 700. [130 


An inquiry into the basic cause and nature of cervical 
cancer. II. The relation between cervicitis (erosion of the 
cervix) and cervical cancer. K. V. Battery. Surg., Gynec. 
& Obst., 1930, 1, 688. i 

Carcinoma of the cervix with glycogen-rich cells (cervical 
carcinoma with light cells). BABEs and Lazarescu-Pay 
zu. Arch. f. path. Anat., 1930, cclxxv, 765. 

The value of microscopic study in the treatment of 
uterine cancer. J. LeENczowski. Ginek. polska, 1929, viii, 


st. 

Technical basis for the irradiation of uterine cancer. 
E. Metsets. Ginek. polska, 1929, viii, 28. 

The organized treatment of uterine carcinoma by irradia 
tion. K. BocHEeNnski. Ginek. polska, 1929, viii, 11. 

Studies of the dosage of hard roentgen rays with a long 
focus-skin distance in the treatment of carcinoma of the 
cervix. W. Fuerst. Strahlentherapie, 1929, xxxii, 601; 
XXXiV, 340, 501. (130) 

Vaginal ulcer occurring during irradiation for uterine 
cancer and its treatment. J. LENczowski. Ginek. polska, 
1920, Viii, 37. 

Unusual late sequela of radium therapy. P. RULL". 
Gynéc. et obst., 1929, XX, 720. [131 

Radiation and surgical treatment of carcinoma of th: 
body of the uterus. W. P. Hearty and M. Cutter. Am. j. 
Obst. & Gynec., 1930, xix, 457. 

Combating the inoperability of carcinoma of the uteru-. 
E. KNAvER. Wien. klin. Wchnschr., 1930, i, 14. 

The surgical treatment of carcinoma of the cervix. 
V. Bonney. Lancet, 1930, ccxviii, 277. (131) 

The combination of irradiation and the Wertheim operi- 
tion with ligation of the internal iliac arteries in the trea! 
ment of carcinoma of the cervix. F. D’Ercuta. Clin. 
ostet., 1929, xxxi, 653. [132) 

Two cases of cervical carcinoma, one with complete dc 
struction of the cervix, the other with neoplastic block 0! 
the pelvis; both cured, one after eighteen years, the other 
after six years, by means of various radium and surgica! 


pr 
8) 
m 
ce 
in 
ti 
3: 
) 
t 
x 
is 
Z 
al 
H 
A 
x 
I 
I 
I 
a 
0 
0 
I 
0 
( 
1 
I 
c 
x 
d 


BIBLIOGRAPHY OF CURRENT LITERATURE 


procedures. P, Petrt-Durartits. Bull. Soc. d’obst. et de 
gynéc. de Par., 1930, xix, 112. 

The sarcomatous degeneration of roentgen-irradiated 
myomata. J. BATISWEILER. Orvosi hetil., 1930, i. 5. 

‘Vaginal hysterectomy; its indications "and technique. 
J. S. Horstey. Virginia M. Month., 1930, lvii, 11. 

Genital prolapse following total hysterectomy; a suc- 
cessful operative procedure. R. L. Payne. Arch. Surg., 
1930, XX, 637. 


Adnexal and Periuterine Conditions 


The therapeutic possibilities in cases of severe adnexal 
inflammations. Von Konrap. Arch. f. Gynaek., 1929, 
CXXXVii, 1041. 

Congenital absence of the fallopian tube, tubal insuffla- 
tion. H. W. Spencer. New York State J. M., 1930, xxx, 
388. 


The implantation of the tubes ~ the uterus. N. 
MarkorF. Gynéc. et obst., 1930, xxi, 120. 

Histological studies of changes in the tubes following 
J. Lrén. 


their exteriorization. 
XXXVii, 349. 

Simultaneous torsion of a right-sided hydrosalpinx and 
isolated torsion of the normal left tube. R. BorRNER. 
Ztschr. f. Geburtsh. y. Gynaek., 1930, xcvii, 93. 

Salpingitis isthmica nodosa and adenomyosis tub (with 
an embryological study of the development of the tubes). 
H. O. NEUMANN. Arch. f. Gynaek., 1929, cxxxix, 358. 

Protein therapy in H. H. Joun- 
son and J. S. Drasro. Med. J. & » 1930, CXXxi, 416. 

Regional vaccination at the i a entrance of infec- 
tion; its application in the treatment of salpingitis. 
A. Basset and P. PorncLoux. Presse méd., Par., 1930, 
XXXViii, 401. 

The female sex hormone. R. T. FRANK and M. A. 
GoLpBERGER. J. Am. M. Ass., 1930, xciv, 1197. 

The ovarian preparations: sistomensin and agomensin. 
Practical experiences. M. Lies. Wien. med. Wchnschr., 
1930, i, 220. 

Experimental studies with ovarian hormone. T. KELLER. 
Ginek. polska, 1929, viii, 140. 

Ovarian hormone effects in ovariectomized monkeys. 
D. C. RoBertson, W. P. Mappux, and E. ALLEN. Endo- 
crinology, 1930, xiv, 77. 

Ovarian hemorrhage. H. Stuckert. J. Am. M. Ass., 
1930, XCiv, 1227. 

Ovarian struma. A. ALTHABE and D. CoLtttas. Rev. 
argent. de obst. y ginec., 1929, xiii, 101. 

The location and the technique of operative treatment 
of retroligamentous ovarian cysts. O. BEUTTNER. Gynécol- 
ogie, 1930, xxix, 65. 

Ovarian tumors. L. F. Turtincton. South. M. J., 
1930, xxiii, 349. 

Pseudomyxoma peritonzi of ovarian origin; an analysis 
of thirty cases. J. C. Masson and R. A. Hamrick. Surg. 
Clin. North Am., 1930, x, 61. [132] 

Krukenberg tumor of the ovary; report of a case. J. D. 
Tyner. Clifton Med. Bull., Clifton Springs, New York, 
1930, Xvi, 93. 

Malignant ovarian teratoblastoma. E. A. BJOERKEN- 
HEIM. Finska laek.-saellsk. handl., 1929, lxxi, 492. 

Affections of the round ligament, with the report of a 
case of double tuberculous hydrocele. E. M. Jones. 
Minnesota Med., 1930, xiii, 247. 

Hydatid cysts (tenia echinococcus) in the broad liga- 
ment. J. W. Bre. J. Obst. & Gynec. Brit. Emp., 1930, 
XXXVii, 96. 

Tumors of the round ligament. M. Ernaupt. Arch. ital. 
di chir., 1930, xxv, 395. 


Semana méd., 1930, 


175 


External Genitalia 


Spontaneous disinfection of the vagina. H. ScHULTHEIsS. 
Ztschr. f. Geburtsh. u. Gynaek., 1929, xcv, 1 [132] 

Tuberculosis of the vaginal tract. W. H. BARNES. Am. 
J. Surg., 1930, viii, 810. 

The recognition of primary syphilitic lesions in the 
vagina. M. Kazarowa. Dermatol. Wchnschr., 1920, ii, 
2035. 

Pruritis vulve cured with insulin. 
Semana méd., 1930, xxxvii, 441. 

The treatment of ulcerative balanoposthitis and vulvitis. 
J. FERNANDEZ DE LA PortILta. Med. Ibera, 1930, xiv, 237. 

The study of chronic vulvar elephantiac ulcer (lupus); 
its relation to anorectal gumma. G. Prieto and VILLA- 
FUERTES. Arch. de med., cirug. y especial., 1930, xi, 117. 

The treatment of carcinoma of the vulva. STorcKEL. 
Arch. f. Gynaek., 1929, cxxxvii, 937. [133] 


J. E. PEssano. 


Miscellaneous 


The constitution in gynecology. F. KeERMAUNER. Wien. 
klin. Wehnschr., 1930, i, 14. 

Stereomeasurements in gynecology. Dyrorr. 
Gynaek., 1929, cxxxvii, 894. 

Alternation of the hands in gynecological examinations. 
In remembrance of Hegar and his method of examination. 
L. FRAENKEL. Muenchen. med. Wehnschr., 1930, i, 53. 

Organotherapy in gynecology. G. W. WATERMAN. 
Rhode Island M. J., 1930, xiii, 49. 

The significance and treatment of endocrine dermatoses 
in women. M. Samuetand L. Strauss. Med. Klin., 1929, 
ii, 1698. 

The place of non-specific protein therapy in gynecology. 
V. B. GREEN-ARMYTAGE. Indian M. Gaz., 1930, lxv, 192. 

Discussion of vaccines and their use in gynecology. 
L. M. Prerra. Clin. y lab., 1930, xvi, 89. 

Diathermy in gynecology. G. Kottscuer. Am. J. Obst. 
& Gynec., 1930, xix, 550. 

The use of roentgen rays in gynecology in conditions 
other than cancer, myoma, and inflammations, based on 
the material of the Posener University gynecological clinic. 
J. Bayonsk1. Ginek. polska, 1929, viii, 77. 

Some local sequele after radium treatment. N. AsHER- 
son. J. Obst. & Gynec. Brit. Emp., 1930, xxxvii, 84. 

Local anesthesia in gynecology. K. Heim. Monatsschr. 
f. Geburtsh. u. Gynaek., 1930, Ixxxiv, 45. 

Hegar’s*place in gynecology; in remembrance of his one- 
hundredth birthday. A. Maver. Muenchen. med. Wchn- 
schr., 1930 i, 55. 

Malformations of the genitalia in women. J. C. DE 
SENNA VASCONCELLOS. Folha med., 1930, Xi, 43. 

The transvesical operation for urogenital fistula. T. 
Wiczynski. Ginek. polska, 1920, viii, 160. 

Experimental studies on the physiology of the female 
genital tract. Contribution on the nerve supply. R. Dy- 
rorF, Arch. f. Gynaek., 1929, cxxxviii, 362. [134] 

The new physiology of menstruation and its practical 
implications in obstetrics and gynecology. R. W. Joun- 
STONE. Am. J. Obst. & Gynec., 1930, xix, 167. 

Menstruation. G. C. Nyxorr. Nederl. Tijdschr. v. 
Geneesk., 1929, ii, 5349. 

The time of ovulation in the menstrual cycle as checked 
by the recovery of ova from the fallopian tubes. Q. U. 
NEWELL, E. ALLEN, J. P. Pratt, and L. J. BLAND. Am. J. 
Obst. & Gynec., 1930, xix, 180. [134] 

The corpus luteum and the menstrual cycle, together 
with the correlation between menstruation and implanta- 
tion. C. G. Hartman. Am. J. Obst. & Gynec., 1930, 
xix, 511. 


Arch. f. 


176 


Premenopausal hemorrhages. Med. Ibera, 1930, xiv, 
416. 

The treatment of menstrual disturbances with ovarian 
hormone. T. Zwoxtnskr. Ginek. polska, 1929, viii, 142. 

The cestrous cycle in the white mouse after castrating 
irradiation and observations on the oestrous cycle in gen- 
eral. F.C. Getter. Arch. f. Gynaek., 1930, Cxxxix, 530. 

The clinical aspects and therapy of urinary incontinence 
in the female. von Mrkuticz-RapEckr. Muenchen. med. 
Wchnschr., 1930, i, 136. 

Methods of treating urinary incontinence in women, 
with particular consideration of the aponeurotic cysto- 
urethroplasty of Stoeckel. J. P. ORriza. An. Fac. de med., 
Univ. de Montevideo, 1930, xv, 1. 

Two cases of carcinoma of the meatus in women treated 
by radium. E. Povey. Bol. ofic. de la Liga Uruguaya 
contra el cancer genital femenino, 1929, iv, 113. 

The use of iodized oil as an aid in the diagnosis and 
treatment of conditions of the female genital tract. W. L. 
BENDEL. New Orleans M. & S. J., 1930, Ixxxii, 704. 

The syndrome due to rupture of a pelvic hematocele. 
Micuon and Pontuus. Bull. Soc. d’obst. et de gynéc. de 
Par., 1930, xix, 122. 

The injection of hemolyzed own-blood in inflammatory 
ovarian and uterine bleeding. L. Gorczy. Orvosi hetil., 
1930, i, 90. 

Genital tuberculosis simulating extra-uterine pregnancy. 
E. L. Vira and T. ScuLossBerG. Semana méd., 1930, 
XXXVii, 469. 


INTERNATIONAL ABSTRACT OF SURGERY 


A method of transcervical drainage in purulent infections 
of the pelvis requiring supravaginal hysterectomy. L. 
Gérin-Lajorz. Canadian M. Ass.-J., 1930, xxii, 375. 

Studies on the transplantation of uterine tissue. |, 
Transplantation into the brain. II. Transplantation into 
thespleen. III. Transplantation into the liver. IV. Trans. 
plantation into the subcutaneous tissues. V. Critical con- 
sideration of my combined studies. S. UMEDA. Mitth. d, 
Path., 1929, v, 269, 299, 321, 341. 

Endometriosis; age of occurrence, Ovarian conservation, 
atrophy and growth i in the operative scar. J. V. Mrivs, 
New England J. Med., 1930, ccii, 672. 

Experimental studies on free implantation of endome- 
trium on the peritoneum of guinea pigs. E. DAHL-IveErs| x. 
Hosp.-Tid., 1920, ii, 931. [134] 

Two cases of endometriosis. A. Owre. Med. Rev, 
1929, xlvi, 543. 

A cured case of chorionic epithelioma. Nrewora. Ginck. 
polska, 1929, viii, 126. 

Carcinoma of the female genitalia; statistics from ~~ 
to 1928. J. Kryska. Casop. lék. Gesk., 1929, ii, 14) 
1511, 1548, 1586, 1621, 1657, 1692. 

A résumé of genital carcinoma treated during the year 
1928 in the Gynecological Department of the Pereira- 
Rossell Hospital. L. P. Borraro. Bol. ofic. de la Liza 
Uruguaya contra el cancer genital femenino, 1929, iv, 1:0. 

Sterility. R.S. Cron. Wisconsin M. J., 1930, xxix, 155. 

Some of the so-called obscure causes of sterility. G. L. 
Moencu. J. Am. M. Ass., 1930, xciv, 1204. 


OBSTETRICS 


Pregnancy and Its Complications 


The early diagnosis and differential diagnosis of preg- 
nancy by the test of Aschheim and Zondek. Kreis. Bull. 
Soc. d’obst. et de gynéc. de Par., 1930, xix, 147. 

The Zondek-Aschheim test for pregnancy. M. C. WeEs- 
TERMANN. Nederl. Tijdschr. v. Geneesk., 19209, ii, 5686. 

Rectal examination during pregnancy. L. FISCHER. 
Wien. med. Wchnschr., 1930, i, 94. 

Studies on the depth of breathing in pregnancy. W. 
Havpt. Ztschr. f. Geburtsh. u. Gynaek., 1929, xcvi, 457. 

The true blood reaction during early pregnancy and the 
puerperium. H. Srepentopr and W. EtssNer. Ztschr. f. 
Geburtsh. u. Gynaek., 1930, xcvii, 17. 

The reticulo-endothelial system and pregnancy. P. 
Dvunat. Gynéc. et obst., 1930, xxi, 166. 

Calcium and pregnancy. G. Raco. Prog. de la clin., 
Madrid, 1930, xviii, 147. 

A case of extra-uterine pregnancy. J. CAHEN. Bull. Soc. 
d’obst. et de gynéc. de Par., 1930, xix, 153. 

Abdominal pregnancy at term. C. WittAMER. Bruxel- 
les-méd., 1930, x, 545. 

Abdominal pregnancy at term with a living child. 
LevANT. Bull. Soc. d’obst. et de gynéc. de Par., 1930, 
xix, 109. 

Resection of the isthmic portion of the tube for tubal 
pregnancy; tubo-uterine impregnation. Cotte. Lyon 
chir., 1930, xxvii, 61. 

The method of procedure in the presence of a retained 
dead ectopic fetus. R. BERNARD. Presse méd., Par., 1930, 
XXXViii, 252. 

Pregnancy in a bicornate unicollis uterus with the child 
occupying both horns. J. J. Girt. Am. J. Obst. & Gynec., 
1930, XIX, 553- 

The site of the human placenta. M. P. Rucker. J. 
Obst. & Gynec. Brit. Emp., 1930, xxxvii, 99. 


The finer histology of the placental vessels. H. Hawv- 
MANN. Arch. f. Gynaek., 1929, Cxxxvii, 750. 

The biology of the placenta. I. Physiology. A. Mayr. 
Arch. f. Gynaek., 1929, cxxxvii, 1 [136] 

The réle of the placenta in the carbohydrate metabolism 
of the fetus. H. RuncE. Arch. f. Gynaek., 1929, cxxxvii, 
734, 752- [136) 

The presence of cholin in the placenta. E. Kotriors. 
Zentralbl. f. Gynaek., 1929, p. 2987. 

The placental transmission of bismuth. G. T. Pack, 
I. SCHARNAGEL, and J. R. Veat. Am. J. Syphilis, 10:0, 
xiv, 233. 

Contributions to the pathology of placental tumors. 
R. Mrpayasui. Jap. J. Obst. & Gynec., 1930, xiii, 9. 

Intraplacental hematoma. E. KLAFTEN. Arch. /. 
Gynaek., 1929, Cxxxix, 76. 

Angioma of the placenta. DuRANTE and LEMELA\). 
Bull. Soc. d’obst. et de gynéc. de Par., 1930, xix, 106. 

The mechanism of separation of the placenta. (:. 
Bakacs. Arch. f. Gynaek., 1929, cxxxvii, 747, 752. 

A case of premature detachment of the normia!ly 
located placenta treated by conservative cesarean section. 
Brovuua and GossELtn. Bull. Soc. d’obst. et de gynéc. 
Par., 1930, xix, I51. 

The treatment of placenta previa by the general priv 
titioner. A. C. RrBALLO. Med. Ibera, 1930, xiv, 302. 

The intervillous space. G. A. WAGNER. Arch. |. 
Gynaek., 1929, Cxxxvii, 699, 752. [136) 

The significance of the intervillous space. O. Grossi ®. 
Arch. f. Gynaek., 1929, cxxxvii, 681, 752. [137] 

A case of acute hydramnion during the sixth month of 
pregnancy. R. CrousseE. Bruxelles-méd., 1930, x, 570 

Hydrorrhoea uteri gravidii. FE. Krenrer. Deuts ic 
med. Wchnschr., 1929, ii, 1834. 

Uterine hemorrhage complicating pregnancy. B. MA... 
Med. J. & Rec., 1930, Cxxxi, 407. 


Pp 
I 
f 
( 
1 
I 
} 
p 
X 
( 
7 
X 
p 
a 

e 
r 
] 
a 
I 
2 
| 
I 
t 
( 
J 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Pernicious anemia in the eighth month of pregnancy; 
premature delivery; cure. Voron and PiGEAup. Bull. 
Soc. d’obst. et de gynéc. de Par., 1930, xix, 128. 

Acidosis of pregnancy with hyperemesis gravidarum. 
S. STERLIN-OKUNIEWSKI. Ginek. polska, 1929, viii, 193. 

Albuminuria in pregnancy and labor. With a report on 
120 cases and short notes on 55 cases. A. Crook. J. Obst. 
& Gynec. Brit. Emp., 1930, xxxvii, 48. 

Lactosuria, levulosuria, glucosuria, and acetonuria in 
pregnancy. G. Peco. Semana méd., 1930, xxxvii, 631. 

Pregnancy glycosuria and diabetes. HEYNEMANN. Arch. 
{. Gynaek., 1929, cxxxvii, 949, 967. 

Clinical aspects of pyelonephritis in pregnancy. E. G. 
CRABTREE and G. C. Pratuer. New England J. Med., 
1930, CCii, 357. [137] 

Concerning the interruption of pregnancy for pyelitis 
gravidarum. P. Kier. Arch. f. Gynaek., 1929, cxxxvii, 
1047, 1052. 

Liver-function tests in toxemias of pregnancy. FE. L. 
Kine. South M. J., 1930, xxiii, 285. 

Sodium amytal in the treatment of the late toxzemias of 
pregnancy. J. H. Moore. Am. J. Obst. & Gynec., 1930, 
Nix, 544. 

A case of tetany complicating pregnancy toxemia. 
G. Kixc. J. Obst. & Gynec. Brit. Emp., 1930, xxxvii, 
70. 

Eclampsia. K. REyNoLps. West Virginia M. J., 1930, 
XXxVi, 210. 

The significance of the carbohydrate metabolism in the 
pathogenesis and course of eclampsia. O. BoKELMANN 
and H. DreckMANN. Arch. f. Gynaek., 1929, cxxxix, 10. 

Further observations on the conservative treatment of 
eclampsia. O. H. Scuwarz and E. L. Dorsett. South. 
M. J., 1930, xxili, 288. 

The intravenous injection of magnesium sulphate in 
eclampsia and pre-eclamptic conditions. S. E. BERMANN. 
Rev. de especialidades, Asoc. méd. argent., 1929, iv, 1420. 

A case of severe eclampsia treated by suprapubic ciesa- 
rean section following failure by the method of Delmas. 
P. Pastrets. Bruxelles-méd., 1930, x, 493. 

Marked hypertrophy of the breast in a woman three 
and one-half months pregnant. VoRON and BANSSILLON. 
Bull. Soc. d’obst. et de gynéc. de Par., 1930, xix, 136. 

Collapse therapy for pulmonary tuberculosis in pregnant 
woman. W. Ro.orr. Zentralbl. f. Gynaek., 1929, p. 
2972. [138] 

ee in pregnancy. B. B. LanpRy. New Eng- 
land J. Med., 1930, ccii, 722. 

Syphilis. pregnancy. C. R. HALLORAN. 
Syphilis, 1930, xiv, 222. 

The results of treatment of lues during pregnancy, with 
especial reference to the prognosis for the child. W. 
RicHTER. Muenchen. med. Wchnschr., 1929, i, 735. 

Fistula due to suburethral cysts and abscesses and their 
relation to pregnancy and labor. CovuvELArRE and 
ArMAND. Bull. Soc. d’obst. et de gynéc. de Par., 1930, 
xix, I1Q. 

Diathermy for the removal of genital papillomata in 
the pregnant woman. Lr Lorter. Bull. Soc. d’obst. et 
de gynéc. de Par., 1930, xix, 107. 

The clinical course and the treatment of necrotic inter- 
stitial myomata during pregnancy. O. GRONE. Acta 
obst. et gynec. Scand., 1930, ix, 203. 38 

Malignant adenoma of the cervix in the third month of 
pregnancy. H. HInsetmann. Ztschr. f. Geburtsh. u. 

Gynaek., 1929, xcvi, 554. 

Pelvic and abdominal operations during pregnancy. 
J. P. GREENHILL. Illinois M. J., 1930, lvii, 272. 

Four rare cases of fetal death possibly of specific origin. 
S. D. Font. Rev. méd. de Barcelona, 1930, vii, 99. 


Am. J. 


177 


Retention in the uterus for five months of a fetus three 
and one-half months old. H. HENNEBERG. Rev. méd. de 
la Suisse Rom., 1930, 1, 166. 

In the light of present and future laws, to what extent 
are we justified in interrupting pregnancy on the proof of 
a deformity? A. NIEDERMEYER. Zentralbl. f. Gynaek., 
1930, P. 399. 

Abortion and its sequela. G. G. 
Arch. f. Gynaek., 1929, cxxxix, 88. 


TER-GABRIELIAN. 


Labor and Its Complications 


Midwifery notes. Jettert. New Zealand M. J., 1930, 
xxix, 85. 

Some aspects of the mechanism of labor. 
Med. J. & Rec., 1930, cxxxi, 420. 

The relation of methods of delivery to obstetrical mor- 
tality and morbidity. C. J. ANpREws. South. M. & S., 
1930, XCii, 243. 

Infant and maternal mortality in the conservative con- 
duct of labor. Nevinny. Arch. f. Gynaek., 1929, cxxxvii, 
818, 842. {139} 

Shortening of the transverse diameter of the superior 
strait. H. Tuoms, Am. J. Obst. & Gynec., 1930, xix, 530. 

The functional diagnosis of the too narrow pelvis by 
registration of the labor pains. E. Frey. Arch. f. Gynaek., 
1929, CXXXVii, 883, 897. [139] 

A new method for the control of pain during labor. 
H. Mve ter. Ztschr. f. Geburtsh. u. Gynaek., 1930, 
XCVii, 130. 

Anesthetizing agents in obstetrics, their action and 
indications. E. KEHRER. Arch. f. Gynaek., 1929, cxxxvii, 
924, 1920. 

Dilatation of the pregnant uterus under spinal anes- 
thesia. A. GINGLINGER. Bull. Soc. d’obst. et de gynéc. de 
Par., 1930, xix, 

Four cases of spontaneous labor with spinal anesthesia. 
Gonnet. Bull. Soc. d’obst. et de gynéc. de Par., 1930, xix, 
12 


A. J. Roney. 


4. 
Three cases of spontaneous labor with spinal anesthesia. 
Eparvier. Bull. Soc. d’obst. et de gynéc. de Par., 1930, 
xix, 126. 

Spontaneous rupture of the uterus. F. 
Zentralbl. f. Gynaek., 1930, p. 121. 

The causes for spontaneous uterine rupture during labor. 
W. Lissowerzky. Arch. f. Gynaek., 1930, Cxxxix, 624. 

Vagitus uterinus. M. P. RucKER. Virginia M. Month., 
1930, XV il, 26. 

Engagement of the fetal head in primipare; at what 
moment does it take place? J. ANDEROpIAS and R. 
Maree. Rev. frang. de gynéc. et d’obst., 1930, xxv, 


PACHNER. 


87. 

Delayed labor. C. Frazier. West Virginia M. J., 1930, 
XXVi, 212. 

The dystocia of Demelin. R. BeLto and H. F. Apamo. 


Rev. argent. de obst. y ginec., 1920, xiii, 111. 
The management of breech presentations. 
Witson. New York State J. M., 1930, xxx, 389. 
Brow presentation. VON KHRENINGER-GUGGENBERGER. 
Arch. f. Gynaek., 1929, cxxxvii, 838. [140] 
Cleidotomy on the living child. E. J. JANKELEWITSCH. 
Zentralbl. f. Gynaek., 1930, p. 488. 
The use of and indications for forceps. 
Virginia M. Month., 1930, lv ii, 38. 
Thoughts on cesarean section. H. THRosby. 
Australia, 1930, i, 487. 
Indications and conditions for cesarean section. H. N. 
Mayes. New Orleans M. & S. J., 1930, Ixxxii, 700. 
Unusual indications for cesarean section. I. Szépr. 
Orvosi hetil., 1930, i, 81. 


K. M. 


R. P. Keury. 
Med. J. 


178 


Four cases of low cesarean section. Eparvrer. Bull. 
Soc. d’obst. et de gynéc. de Par., 1930, xix, 138. 

Classical caesarean section followed by myomectomy for 
fibroma previa. BrovHa and GosseELIn. Bull. Soc. 
d’obst. et de gynéc. de Par., 1930, xix, 152. 

Rupture of the uterus during labor following caesarean 
section. K. Matotesy. Orvosi hetil., 1930, i, 13. 

Symphysiotomy. W. PrFANNMUELLER. Arch. f. Gynaek., 
1920, CXXXiX, 352. 

hree cases of hysterectomy for fibroma previa during 

labor. J. MuNzENBERGER. Bull. Soc. d’obst. et de gynéc. 
de Par., 1930, xix, 148. 

Labor following the Strassmann operation for bifid 
uterus. H. H. Scum. Zentralbl. f. Gynaek., 1930, p. 


The results of obstetrical operations in the University 
Gynecological Clinic of the Allmanna Barnbérdshuset in 
Stockholm during the period from ig1g to 1928. A. 
Westman. Acta obst. et gynec. Scand., 1930, ix, 642. [140] 


Puerperium and Its Complications 


The puerperium. FRANKEN. Arch. f. Gynaek., 1929, 
cxxxvii, 743, 752. ; 

Should the _—_ practitioner do intermediate cervical 
repair? W. R. MECHTENBERG. Nebraska State M. J., 
1930, XV, sg 

Primary repair of the cervix uteri lacerated in labor. 
T. H. McCarey. J. Oklahoma State M. Ass., 1930, 
xxiii, 102. 

Complete lacerations of the perineum and their repair. 
L. E. PHaNnEuF. Med. J. & Rec., 1930, cxxxi, 410. 


The “Warren apron” in the repair of high laceration of 
the rectum associated with third degree laceration of the 
pelvic floor. 
1930, |, 741. 

Late puerperal hemorrhage. N. Mimattipe. Gynecol., 
1929, vi, 182. 


L. K. P. Farrar. Surg., Gynec. & Obst., 


case of status epilepticus following normal labor. 
N. R. KretscumMar. Am. J. Obst. & Gynec., 1930, xix, 


7. 
“The early diagnostic syndrome of puerperal infection. 
L. S. Bocos. Med. Ibera, 1930, xiv, 341. 

Three cases of streptococcemia with recovery. TRILLAT 
and Pontuus. Bull. Soc. d’obst. et de gynéc. de Par., 
1930, XiX, 133. 

Throat infections as an etiological factor in puerperal 
sepsis. North of England Obstetrical and Gynecological 
Society. Lancet, 1930, ccxviii, 809. 

Postpartum eclampsia. Brouna and GossELtn. Bull. 
Soc. d’obst. et de gynéc. de Par., 1930, xix, 152. 

Pyelitis in the puerperium. G. C. PRATHER and E. G. 
CRABTREE. New England J. Med., 1930, ccii, 366. [140] 

Death during the puerperium due to bilateral necrosis 
of the suprarenal glands. K. TretzeE and F. Matzporrr. 
Zentralbl. f. Gynaek., 1930, p. 338. 

Two cases of vaginal hematoma. RHENTER and P1zzERA. 
Bull. Soc. d’obst. et de gynéc. de Par., 1930, xix, 139. 


INTERNATIONAL ABSTRACT OF SURGERY 


Newborn 


The serological determination of paternity and ma- 
ternity. E. KrrecER. Vererbg. u. Gesch. leb., 1930, ii, 
140. 

- clinical and autopsy study of 165 newborn infants. 
R. M. Tyson. Pennsylvania M. J., 1930, xxxiii, 298. 

Postmortem pathology of the newborn. F. W. Konzr1.- 
MANN. Pennsylvania M. J., 1930, xxxiii, 301. 

Fracture of the clavicle in the newborn with head 
presentation. B. HukEwytscu. Monatsschr. f. Geburts|:. 
u. Gynaek., 1929, Ixxxiii, 25. 

A case of isolated rupture of an umbilical artery in a 
spontaneous labor. S. BrecKMANN and E. 
Zentralbl. f. Gynaek., 1929, p. 3461. 

Anencephaly with meningocele. J. M. Macera ani 
B. Messina. Rev. de especialidades, Asoc. méd. argeni 
1929, iv, 1484. 

The occurrence, etiology, and medicolegal significan. « 
of uric acid infarcts in the newborn and stillborn. |. 
ZreEGLER. Zentralbl. f. Gynaek., 1930, p. 289. 

Severe melena in the newborn ak es of syphilitic 
origin treated by transfusion of maternal blood; recovery. 
RHENTER, BANSSILLON, and Pizzera. Bull. Soc. d’obst. 
et de gynéc. de Par., 1930, xix, 132. 

Infant feeding. L. F. Meyer and E. Nassau. 
Munich, Bergmann. 


Miscellaneous 


A sensible +g for proper obstetrical care. G. \\. 
Kosmak. J. Med. Soc. New Jersey, 1930, xxvii, 328. 

Cardinal points of importance in everyday obstetrics. 
R. T. LaVakeE. J.-Lancet, 1930, 1, 145. 

Obstetrical practice yesterday and today. C. B. Ortvi x. 
Canadian M. Ass. J., 1930, xxii, 469. 

Some impressions of obstetrics abroad. R. M. ALLav. 
Med. J. Australia, 1930, i, 482. 

The value of radiography in obstetrics. H. J. Epstrix 
and A. J. FLEISCHER. Med. J. & Rec., 1930, cxxxi, 412. 

The evaluation of preparations of ergot. K. ScHuesrt. 
Fortschr. d. Therap., 1930, vi, 6. 

Studies upon the comparative mode of action of hypo- 
physeal extracts and ergot derivatives. R. MAHON. Rey. 
frang. de gynéc. et d’obst., 1930, xxv, 165. 

The blood test for the determination of sex (the Manoilov 
test RM). N. and I. ScuiscHov. Ztschir. 
f. Urol., 1929, xxiii, 701. 

Potassium and calcium in the mother’s and the child's 
blood as well as in the mixed blood of the mother ani 
child. W. Krane. Ztschr. f. Geburtsh. u. Gynaek., 
1930, XCVii, 22. 

The immunological significance of colostrum. III. 
Intranuclear bodies in renal disease of calves. T. Suiti. 
J. Exper. M., 1930, li, 519. 

Mental defectives and sterilization. T. Bess. 
Virginia M. J., 1930, xxvi, 198. 

Maternal mortality. L. McItroy. Brit. M. J., 1930, i, 
269. {140} 


1930: 


West 


GENITO-URINARY SURGERY 


Adrenal, Kidney, and Ureter 


Hypernephroma, a report of eleven cases. C. E. CAsE. 
Clifton Med. Bull., Clifton Springs, New York, 1930, 
xvi, 79 

Susddiones of the adrenal. M. WASSERFALLEN. Ann. 
d’anat. path., 1930, vii, 211. 


Hirsutism due to a suprarenal tumor. K, Ismai:. 
Presse méd., Par., 1930, xxxviii, 302. 
Roentgenographic examination of a perinephritic 


— Fey. J. d’urol. méd. et chir., 1930, xxix, 


"The laws of renal elimination. N. C. PAvutesco and 
G. Marza. J. d’urol. méd. et chir., 1930, xxix, 157. 


| 
q 
A 
n 
a 
d 
a 
M 
u 

89. 

DI 
m 
P 
fi 
T 
M 
CI 
ki 
ch 
R 
ch 
Zt 
ne 
80 
or 
Xi, 
de 
fu 
20 
LE 
iv, 
tu 
pe 
R. 
C: 
cal 
BL 
d 
Ne 


BIBLIOGRAPHY OF CURRENT LITERATURE 


The value of tests for renal function. M. D. Bett. 
Texas State J. M., 1930, xxv, 804. 

The value of the indican determination in the blood in 
cases of renal insufficiency. B. L. Montas and P. SHaprro. 
Arch. Int. Med., 1930, xlv, 573. 

The Andrewes diazo reaction; its presence and sig- 
niticance in experimental renal insufficiency. A. BOLLIGER 
and M.S. S. Eartam. Med. J. Australia, 1930, i, 474. 

The effect on the rate of urea excretion of carmine 
deposition in the cells of the renal tubules. E. M. MacKay 
and L. L. MacKay. J. Exper. M., 1930, li, 609. 

Pneumopyelography. CHAUVIN, EMPERAIRE, and Es- 
MENARD. Arch. d. mal. d. reins et d. organes genito- 
urinaires, 1930, iv, 513. 

An anomaly of the kidney. Rousseau. Bull. et mém. 
Soc. d. chirurgiens de Par., 1930, xxii, 145. 

Congenital anomalies of the kidney and ureter. A. Von 
per BEcKE and G. Vitar. Rev. de especialidades, Asoc. 
méd. argent., 1929, iv, 1664. 

Polyps of the pelvis; their evolution and treatment. 
Pirrre. J. @urol. méd. et chir., 1930, xxix, 131. 

A review of the pathological findings in the kidneys in 
100 consecutive necropsies, with reference to clinical 
findings in the cases. C. B. SANDERS and H. Harrman. 
Texas State J. M., 1930, xxv, 811. 

The occurrence of pyelovenous reflux in pathological 
portions of the kidneys. H. U. Gtoor. Ztschr. f. urol. 
Chir., 1929, XXViii, 512. 

The modern concept of hydronephrosis. S. PAscuat. 
Med. Ibera, 1930, xiv, 160. 

Hydronephrosis; four cases. C. B. HuccIns. 

Clin. North Am., 1930, x, 383. 

Routes of absorption in experimental hydronephrotic 
kidney. V. ANDREA. Policlin., Rome, 1930, xxxvii, sez. 
chir. 84. [142] 

Hydronephrosis complicating renal lithiasis. R. Spurr. 
Rev. de especialidades, Asoc. méd. argent., 1929, iv, 1608. 

A case of mastic kidney. E. Papin. J. d’urol. méd. et 
chir., 1930, xxix, 201. 

Nephritis and its surgical treatment. G. von Ittyfs. 
Ztschr. f. urol. Chir., 1929, xxviii, 298. [142] 

Focal infections as pertaining to pyelitis and pyelo- 
nephritis. H. L. Ceci. Texas State J. M., 1930, xxv, 


Surg. 


800. 

Colon-bacillus infection of the kidney of intestinal 
origin. NEGRETE. Arch. de med., cirug. y especial., 1930, 
xi, 201, 

Colon-bacillus hematuria and anuria; double renal 
decapsulation; re-establishment of the renal secretion and 
function. L. PHétrip. J. d’urol. méd. et chir., 1930, xxix, 
206. 

Pyelographic diagnosis of renal tuberculosis. J. SAt- 
LERAS. Rev. de especialidades, Asoc. méd. argent., 1929, 
lv, 1641. 

Exploratory lumbotomy in the diagnosis of renal 
tuberculosis. PERRIN. Lyon chir., 1930, xxvii, 122. 

Latent renal calculus. L. F. Atcorta. Rev. de es- 
pecialidades, Asoc. méd. argent., 1929, iv, 1671. 

Acute retention of urine due to a reno-ureteral stone. 
R. peS. CANARD and R. N. Giorno. Rev. de especiali- 
dades, Asoc. méd. argent., 1929, iv, 1637. 

Two cases of lithiasis with anuria in a solitary kidney. 
C. Gauruter and J. Crert. J. d’urol. méd. et chir., 
1930, xxix, 44. [142] 

Late perinephritic phlegmon following pyelotomy for 
calculus. R1cHER. J. d’urol. méd. et chir., 1930, xxix, 209. 

An important roentgen finding: renocecal fistula. S. T. 
Bianco, Semana méd., 1930, xxxvii, 290. {143] 

_A large solitary cyst of the kidney. H. A. CHAMBERLIN. 
New England J. Med., 1930, xxix, 660. 


179 


A congenital polycystic kidney duplex. F. H. Wasn- 
BURN. New England J. Med., 1930, ccii, 657. 

Persistent hematuria from a minute papilloma of the 
renal pelvis. J.C. ANDERSON. Brit. J. Surg., 1930, xvii, 696. 

A curious clinical history of a myxoma. CHAUVIN and 
Craupo. J. d’urol. méd. et chir., 1930, xxix, 192. 

Epithelioma of the kidney with massive bud-like pro- 
jections into the pelvis and the renal vein. Pastrav. J. 
@urol. méd. et chir., 1930, xxix, 219. 

A case of primary carcinoma of the kidney. J. Gray. 
J. Path. & Bacteriol., 1930, xxxiii, 489. 

Nephrotomy without suture. E. Paptn. J. d’urol. méd. 
et chir., 1930, xxix, 203. {143] 

Transperitoneal nephrectomy. P. RAtucke. Zentralbl. 
f. Chir., 1930, p. 80. 

Nephrectomy of urgency in complicated polynephritis. 
RicHer. Lyon chir., 1930, xxvii, 131. 

A point in the operative technique of nephrectomy in a 
case of gross deformity of the spine in Pott’s disease. 
CoSTANTINI and BERNASCONI. Presse méd., Par., 1930, 
XXXViii, 376. 

Congenital bilateral dilatation of the ureters. J. Sar- 
LERAS and G. VintaR. Rev. de especialidades, Asoc. méd. 
argent., 1929, iv, 1366. 

Bifid ureter. P. Di Letta and L. D. Arrurs. Rev. de 
especialidades, Asoc. méd. argent., 1929, iv, 1383. 

Urethral ectopic ureter in the female without incon- 
tinence. D. M. Davis. J. Urol., 1930, xxiii, 463. 

Ureterocele; report of two cases. J. B. Wear and I. R. 
Sisk. Wisconsin M. J., 1930, xxix, 213. 

An experimental study of the action of sodium iodide 
on excised and intact ureters of dogs. H. R. TRATTNER, 
H. B. Wricut, and O. W. Bartow. J. Urol., 1930, xxiii, 


AI. 

The function of the ureterovesical valve and the ex- 
perimental production of hydro-ureters without obstruc- 
tion. C. M. GruBer. J. Urol., 1930, xxiii, 161. [144] 

Diseases and anomalies of the ureters. R. A. McCome. 
Canadian M. Ass. J., 1930, xxii, 484. 

Modern views on the pathology and surgery of the 
ureter. CrFUENTES. Prog. de la clin., Madrid, 1930, xviii, 
IOI. 

Cystic dilatation of the lower end of the ureter com- 
plicating cysto-ureteropyelonephritis. R. LANpfivAR and 
J. S. Dotra. Semana méd., 1930, xxxvii, 467. 

Primary carcinoma of the ureter. P. E. McCown. J. 
Am. M. Ags., 1930, xciv, 468. {144] 

Surgical injuries to the ureter. D. A. Stvcratr. Internat. 
J. Med. & Surg., 1930, xliii, 200. 


Bladder, Urethra, and Penis 


Cystoscopy in male and female dogs. V. VERMOTTEN. 
J. Lab. & Clin. Med., 1930, xv, 650. 

Some points of technique of cystostomy. PERRIN. 
Lyon chir., 1930, xxvii, 90. 

Foreign bodies in the bladder. A CuAtter. Lyon chir., 
1930, XXVii, 135. 

An enormous polyp of the bladder eliminated following 
an intravesical injection. T. ScHiAPpAPIETRA. Rev. de 
especialidades, Asoc. méd. argent., 1929, iv, 162r. 

Climacteric bladder irritability. F. LispenBerc. Am. 
J. Obst. & Gynec., 1930, xix, 562. 

Cystitis secondary to non-bacillary kidney lesions— 
renal cystitis. V. Vrnticr and N. N. CONSTANTINESCO. 
J. durol. méd. et chir., 1930, xxix, 113. 

An enormous vesical calculus. A. Louca. J. d’urol. 
méd. et chir., 1930, xxix, 217. 

Vesical neck obstruction by a large vesical calculus. 
Bilateral hydro-ureters with hydronephrosis. Double left 


180 


kidney and ureter. C. G. BANDLER and J. A. Hyams. 


Am. J. Surg., 1930, viii, 836. 

The treatment of certain vesical neoplasms by intra- 
vesical resection of the entire bladder wall with the 
H. H. Younc. J. Urol., 1930, xxiii, 

145 


peritoneal coat. 
269. 
The clinical picture of endometriosis of the bladder. 
B. Orrow. Arch. f. Gynaek., 1929, cxxxvii, 1001, 1026. 

Complete cicatricial obstruction of the urethra following 
prostatectomy. A. MONTENEGRO. Rev. de especialidades, 
Asoc. méd. argent., 1929, iv, 1677. 

The diagnosis and treatment of inflammatory strictures 
of the urethra. Tant. Bruxelles-méd., 1930, x, 432. 

Stenosis of the urethra following the use of heydisan 
treated by electrolytic dilatation. J. J. Gazzoto. Rev. 
de especialidades, Asoc. méd. argent., 1929, iv, 1633. 

An accident in the course of local anesthesia of the 
urethra induced with butelline. Gaume. J. d’urol. méd. 
et chir., 1930, xxix, 215. 

A new urethral anesthetic tablet depositor. B. A. 
Tuomas. J. Urol., 1930, xxiii, 491. 

Operative treatment for extensive hypospadias. G. L. 
McWuorter. Surg. Clin. North Am., 1930, x, 275. 

A ball of hair in the urethra; a late complication of the 
Bucknall operation for hypospadias. V. VERMOOTEN. 
New England J. Med., 1930, ccii, 658. 


Genital Organs 


Pseudohermaphrodism. S. K. Levy. 
1930, xlvii, 259. 

Elephantiasis of the genitalia, rectum, and anus. 
Hermans. Nederl. Tijdschr. v. Geneesk., 1930, i, 259. 

A lesion common to the breast and prostate glands. 
Sir G. L. Cueate and R. S. Wate. Brit. J. Surg., 1930, 
xvii, 619. 

Lumbar pain with micturition and active vesicorenal 
reflux in a prostatic patient. C. Lepourre. J. d’urol. 
méd. et chir., 1930, xxix, 196. 

The differentiation between acute appendicitis and 
acute prostatitis and seminal vesiculitis; report of two 
cases. W. P. Hersst. Minnesota Med., 1930, xiii, 252. 

A case of prostatic lithiasis. PLANsON. Bull. et mém. 
Soc. d. chirurgiens de Par., 1930, xxii, 126. 

Retention of urine due to gumma of the prostate. 
E. Castano. Rev. de especialidades, Asoc. méd. argent., 
1929, iv, 1359. 

Carcinoma of the prostate. G. G. SmirH. New England 
J. Med., 1930, ccii, 756. 

Cancer of the prostate, its origin and extension. R. 
Dossot. J. Urol., 1930, xxiii, 217. [145] 

Renal insufficiency and the limits of operability in 
prostatic patients. J. J. Gazzoto. Rev. de especialidades, 
Asoc. méd. argent., 1929, iv, 1623. 

Tamponing after prostatectomy. Marion. J. d’urol. 
méd. et chir., 1930, xxix, 187. [146] 

Epididymitis. L. P. Grspons. Pennsylvania M. J., 
1930, Xxxiii, 453. 

Acute epididymitis, with reference to experimental 
work. D. H. Parpott. Illinois M. J., 1930, lvii, 265. 


Arch. Pediat., 


INTERNATIONAL ABSTRACT OF SURGERY 


Gunshot wound of the penis, testicle, and thigh. 4, 
MonrTENEGRO. Rev. de especialidades, Asoc. méd. argent., 
1929, iv, 1607. 

Polycystic dysembryoma of the testicle. L. A. Monres 
and J. L. Monserrat. Rev. de especialidades, Asoc. méd. 
argent., 1929, iv, 1610 

Double undescended testes. A. D. BEVAN. Surg. Clin. 
North Am., 1930, x, 193. 

The surgery of undescended testis. 
Brit. J. Surg., 1930, xvii, 623. 

The injection treatment of hydrocele. 
Gray. Brit. M. J., 1930, ccii, 649. 

Tumor of the testicle. E. Castano. Rev. de especiali- 
dades, Asoc. méd. argent., 1929, iv, 1388. 

Characteristics of cystic tumors of the testicle. J. k. 
O’TooLe. Pennsylvania M. J., 1930, xxxiii, 456. 

The differential diagnosis and treatment of solid turors 
of the testicle with reference especially to teratoma. 
T. C. STELLWAGEN, JR. Pennsylvania M. J., 1930, xxxiii, 


H. 


Sr. G. B. D, 


58. 

Lymphosarcoma of both testicles, metastasis from the 
nasopharynx. . H. Cotsy. New England J. Med., 
1930, Ccii, 657. 

Miscellaneous 


The importance of in the 
abdominal symptoms. - W. Moots and J. ; 
Macoun. Am. J. Surg., viii, 866. 

Intravenous urography by means of uroselectan. M. 
Swick. Radiol. Rev. & Chicago Med. Rec., 1930, lii, 
154. 

A new technique for the radiological study of the urinary 
passages. P. VALLERY-Rapot, J. DALsAce, NEMovrs- 
AucGusTE, and M. Dé&ror. Presse méd., Par., 1930, 
Xxxviii, 385. 

A review of urological surgery. A. J. ScHoLt, EF. S. 
Jupp, L. D. Keyser, G. S. Foutps, and others. Arch. 
Surg., 1930, XX, 691. 

Injuries of the urogenital tract. B. W. Wricur. 
fornia & West. Med., 1930, xxxii, 240. 

The urea concentration resulting from the administra- 
tion of sodium hypobromide. L. AmBarp and F. Scuup. 
Arch. d. mal. d. reins et d. organes genito-urinaires, 1930, 
iv, 531. 

A rare localization for gonorrhea. J. J. Gazzoio. 
Rev. de especialidades, Asoc. méd. argent., 1929, iv, 1620. 

The treatment of gonorrhoea. BaAIsseTTE. Med. Ibera, 
1930, xiv, 269. 

The extent of the problem of syphilis and gonorrhea 
in the United States. T. PaRRAN, JR., and L. J. Usui 
Am. J. Syphilis, 1930, xiv, 145. 

Late syphilis in the practice of general urology. N. S. 
Moore. Am. J. Syphilis, 1930, xiv, 215. 

A study of the geographic incidence of urolithiasis with 
consideration of etiological factors. R. J. Hotmes and 
M. M. Copran. J. Urol., 1930, xxiii, 477. 

The conservative management of urinary calculi. |. P. 
Tuackston. South. M. & S., 1930, xcii, 250. 

Calculi in the urinary tract treated by operation. L. 
MARTINDALE. Lancet, 1930, ccxviii, 747. 


Cali- 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


Conditions of the Bones, Joints, Muscles, 
Tendons, Etc. 


The mechanism of bone growth. A. PoLicarD. Presse 
méd., Par., 1930, XXxviii, 345. 


Some notes on the union of epiphyses in Indian sirls. 
G. Gatstaun. Indian M. Gaz., 1930, lxv, 191. 

Discussion of the early diagnosis and treatment in 
orthopedic conditions. J. Haas. Wien. med. Wchnschr., 
1930, i, 106. 


& 
ch 
cul 
sal 
19. 
cin 
19 
SA 
E. 
J. 
co 
lig 
R. 
| 
an 
Sp 
Ni 
ch 
La 
Pr 
iv, 
an 
gi 
Su 
vi 
( 
Su 
tri 
xii 
So 
J. 
ha 
ti 
41 
| 
tra 


‘Two cases of fetal rickets. J. P. MAxweLL. J. Path. 
& Bacteriol., 1930, xxxiii, 327. 

Syphilis or tuberculosis? O. BoyKsEeNn. Zentralbl. f. 
Chir., 1930, Pp. 277. 

The feeding of spleen in cases of bone and joint tuber- 
culosis. LOEFFLER. Zentralbl. f. Chir., 1930, p. 39. 

The treatment of bone and joint tuberculosis with gold 
salts. J. Krotoski. Chirurg. clin. Polonica, 19269, i, 311. 

Osteitis deformans of Paget. V. Ruiz. Semana méd., 
1930, XXXVii, 722. 

Paget’s disease; its differentiation from metastatic car- 
cinomatosis of bone. C. C. Guy. Surg. Clin. North Am., 
1930, X, 399- 

Discussion of vaccinal therapy and osteomyelitis. M. V. 
SANCHEZ. Repert. de med. y cirug., 1929, xx, 354. 

Multiple myeloma. M. I. PurcGart, M. BALApo, and 
E. G. ALVARADO. Semana méd., 1930, xxxvii, 781. 

The danger of biopsy in bone sarcoma. Moreav. 
J. de chir. et ann. Soc. belge de chir., 1929, p. 229. 

The analgesic effects of roentgen rays, with especial 
consideration of bone metastases of cancer. J. Borak. 
Radiology, 1930, xiv, 328. 

Studies of the sensory innervation of the joints and their 
ligaments in the pathological physiology of the joints. 
R. LeERICHE. Presse méd., Par., 1930, xxxviii, 417. 

The relation of constitutional inadequacy to atrophic 
arthritis. M. Smita. New England J. Med., 1930, ccii, 712. 

A critical survey of Charcot’s arthropathy. U. J. WILE 
and M. G. Butter. J. Am. M. Ass., 1930, xciv, 1053. 

Two instances of small-joint infection in adults. K. 
SpeeD. Surg. Clin. North Am., 1930, x, 225. 

Gonococcus infection of a joint. F. R. Moore. U. S. 
Nav. M. Bull., 1930, xxviii, 380. 

Two cases of syphilitic osteo-arthritis. BADOLLE. Lyon 
chir., 1930, XXVii, 93. 

Injuries of the fascial insertions of muscles. B. S. Nat. 
Lancet, 1930, ccxviii, 749. 

Congenital amyotonia. J. P. GARRAHAN and C. M. 
Pintos. Rev. de especialidades, Asoc. méd. argent., 1929, 
iv, 1308. 

Metabolism in certain muscular diseases. C. J. Dfaz 
and B. S. Cuenca. Med. Ibera, 1930, xiv, 229. 

A contribution to the pathogeny of tendon tumors of 
giant cells. J. GonzALez-AGuILaR. J. Bone & Joint 
Surg., 1930, xii, 280. 

Shoulder pain. M. CLEVELAND. Am. J. Surg., 1930, 
viii, 783. 

Cardiac pain and periarthritis of the shoulder. T. 
Howarp. Med. J. & Rec., 1930, cxxxi, 364. 

Cystic tumor of the scapula. W. A. SHERWOOD. Ann. 
Surg., 1930, xci, 601. 

The shoulder spica. A simple method of application. 
L. C. Cuu. J. Bone & Joint Surg., 1930, xii, 434. 

Crutch attachment for use in cases of paralysis of the 
triceps muscle. F. R. OBER. J. Bone & Joint Surg., 1930, 
xii, 433. 

Kienbock’s disease; report of a case. A. F. VoSHELL. 
South. M. J., 1930, xxiii, 321. 

A splint for the correction of claw hand. J. S. NEVIASER. 
J. Bone & Joint Surg., 1930, xii, 440. 

Presentation of a patient with a Levasseur artificial 
hand. Mavuciarre. Bull. et mém. Soc. nat. de chir., 
1930, lvi, 194. 

Subungual melanocarcinoma of the thumb. W. B. 
Parsons, Jr. Ann. Surg., 1930, xci, 596. 

_ Pectoral muscle defects. Cases illustrating three varie- 
ties. G, A. WittiaMs. J. Bone & Joint Surg., 1930, xii, 


417. 
Right-sided paralysis of the serratus. LAEWEN. Zen- 
tralbl. f. Chir., 1930, p. 218. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


181 


The backward and forward movements of the normal 
vertebral column, with special consideration of the changes 
in range of movement in different vertebral columns. 
F. Hever. Ztschr. f. orthop. Chir., 1920, lii, 374. 

The intervertebral fibrocartilages. G. Scumort. Arch. 
f. path. Anat., 1929, cclxxiv, 50. 

Cervical rib. L. S. Wittour. J. Oklahoma State M. 
Ass., 1930, xxiii, 106. 

Scoliosis in infants and its treatment. R. J. HARREN- 
sTEIN. Nederl. Maandschr. v. Geneesk., 1929, xv, 570. 

Animal experimental studies in scoliosis. J. VAVRDA. 
Slov. Sborn. ortop., 1929, iv, 405. 

Spondylolisthesis. W. G. STERN. 
1930, Xxvi, 316. 

X-ray observations in low back injuries. J. C. JoHNsTON. 
J. Oklahoma State M. Ass., 1930, xxiii, 114. 

Late posttraumatic lumbago. F. Opy. Rev. méd. de la 
Suisse Rom., 1930, 1, 79. 

Osteomyelitis of the spine. W. B. Parsons, JR. Ann. 
Surg., 1930, xci, 504. 

Acute osteomyelitis of the spine. C. L. Patron. Illinois 
M. J., 1930, lvii, 268. 

Erosion of the vertebra by aneurism. A. D’IstTRIA. 
Radiol. med., 1930, xvii, 1. {147] 

A sarcoma developing from paravertebral traumatic 
myositis ossificans. A. Mrrouur. Arch. ital. di chir., 
1930, XXV, 208. [147] 

Foreign body in the hip joint. A. LAGRAvE. An. Fac. 
de med., Univ. de Montevideo, 1929, xiv, 1470. 

Cretinoid hip. E. Looser. Schweiz. med. Wchnschr., 
1929, ii, 1258. 

Acute septic coxitis in early childhood and its treatment 


Ohio State M. J., 


from an anatomico-functional standpoint. E. Gotp. 
Ztschr. f. orthop. Chir., 1929, lii, 353. 

Tuberculosis of the symphysis pubis. H. G. Bran. 
J. Bone & Joint Surg., 1930, xii, 345. 

A case of solitary plasma-celled myeloma. H. RoGErs. 
Brit. J. Surg., 1930, xvii, 518. [147] 

Bilateral congenital knee “en resorte.” J. R. Dr- 


Liuccut, A. LeraMENpI, and A. Moreno. Rev. de espe- 
calidades, Asoc. méd. argent., 1929, iv, 1324. 

Traumatic injuries of the knee joint. S. P. CUNNINGHAM. 
Texas State J. M., 1930, xxv, 791. 

Some extra-articular disorders of the knee joint in adult 
life. E. K. CRAVENER. Clifton Med. Bull., Clifton Springs, 
New York, 1930, xvi, 96. 

A device for overcoming non-bony flexion contractures 
of the knees. E. K. Cravener. J. Bone & Joint Surg., 
1930, xii, 437. 

Angular ankylosis of the knee. 
y lab., 1930, xvi, 102. 

The surgical importance of occasional communications 
between synovial sacs of the knee and proximal tibio- 
fibular joints. C. Weeks. Am. J. Surg., 1930, viii, 798. 

Regeneration of the interarticular cartilage of the human 
knee. F. Manpt. Zentralbl. f. Chir., 1929, p. 3265. [147] 

An unusual congenital anomaly of the bones of the leg. 
P. W. Roserts. J. Bone & Joint Surg., 1930, xii, 414. 

The study of the structures passing from the posterior 
aspect of the leg to the plantar surface of the foot. J. 
BAuMANN. Ann. d’anat. path., 1930, vii, 201. 

Osgood-Schlatter’s disease. G. H. V. HunTER. 
J. Surg., 1930, viii, 833. 

Neuropathies of the bones and joints; report of a case 
of an arthropathy of the ankle due to a peripheral nerve 
lesion. A. R. SHANDS, JR. Arch. Surg., 1930, xx, 614. 

Foot pain. G. ENGELMANN. Wien. klin. Wchnschr., 
1929, ii, 1505. 

The development of juvenile pes valgus. 
J. Bone & Joint Surg., 1930, xii, 333. 


J. R. OrteGcA. Clin. 


Am. 


M. Boum. 


| 


182 


Cyst of the os calcis. N. R. Smitu. J. Bone & Joint 


Surg., 1930, xii, 416. 


Surgery of the Bones, Joints, Muscles, 
Tendons, Etc. 


Surgery. Vol. II, Pt. 2. Surgery of the bones. L. 
SCHOENBAUER. 1930: Berlin, Urban & Schwarzenberg. 

Practical directions for the management of surgical 
tuberculosis. I. Position, rest, and care. H. Havrr. 
Prakt. Tbk. bl., 1930, i, 1 

A review of the results of treatment in 265 patients with 
tuberculosis of the bones and joints. C. Scuaap. Geneesk, 
1929, XXVii, 459. [148] 

Primary closure of bone cavities. R. ALESSANDRI. 
Internat. J. Med. & Surg., 1930, xlifi, 177. 

The detailed changes characteristic of healing bone in 
amputation stumps. C. G. BarBer. J. Bone & Joint 
Surg., 1930, xii, 353. 

Mistakes in amputation stumps. 
Sborn. ortop., 1929, iv, 252. 


B. Spisic.  Slov. 


Plastic surgery of amputation stumps. F. Buran. 
Slov. Sborn. ortop., 1929, iv, 278. 
The various uses of the bone graft. F. H. ALBEE. 


Proc. Roy. Soc. Med., Lond., 1930, xxiii, 855. 
_ The hinged bone graft. A. K. Henry. Brit. M. J., 1930, 
i, 737- 

Modeling osteotomy and transplantation of spongiosa. 
H. Martti. Schweiz. med. Wchnschr., 1929, ii, 1254. 

Acetonuria and hypoglycemia in children following 
orthopedic operations. B. Kutzenok and B. Koipajew. 
Ztschr. f. orthop. Chir., 1929, lii, 395. 

The treatment of chronic arthritis. A. Conen. Med. 
J. & Rec., 1930, cxxxi, 371. 

Two cases of essential cyst of the humerus treated by 
operation. OuDARD. Rev. d’orthop., 1930, xxxvii, 37. [149] 

The fundamentals of plastic operations on the forearm 
by the method of Krukenberg. W. Porzett. Zentralbl. 
f. Chir., 1930, p. 335. 

The enucleation of the semilunar and particularly total 
enucleation. L. Courty. Bull. et mém. Soc. nat. de chir., 
1930, lvi, 82. 

Fascia lata in the repair of disability at the wrist. 
C.L. Lowman. J. Bone & Joint Surg., 1930, xii, 400. 

The prevention of deformities in chronic arthritis. 
II. The spine and the head. L. T. Swarm and J. G. Kuuns. 
J. Am. M. Ass., 1930, xciv, 1123. 

Indications and contra-indications for osteosynthesis 
of the spine in the treatment of Pott’s disease. J. GouRDON. 
J. de méd. de Bordeaux, 1930, cvii, 110. 

Extra-articular arthrodesis of the hip. P. Marurev. 
Presse méd., Par., 1930, XxXviii, 165. 

Extra-articular arthrodesis of the hip in coxalgia. 
NovE-JOSSERAND, ReNbu, and BEérarp. Lyon chir., 1930, 
xxvii, 68. 

Old coxalgia in bad position and not ankylosed; osteot- 
omy and arthrodesis at the same operation. P. Mov- 
LONGUET. Bull. et mém. Soc, nat. de chir., 1930, lvi, 174. 

A new method of utilizing traction in the treatment of 
flexion deformity of the hip in hip disease. S. S. HANFLIG, 
J. Bone & Joint Surg., 1930, xii, 429. 

Lateral approach to the knee joint. L. Grernez and 
Ho Dac D1. Bull. et mém. Soc. nat. de chir., 1930, lvi, 191. 

A fascia-check band for relief of paralytic genu recurva- 
tum. CoLtonna. Ann. Surg., 1930, xci, 610. 


Another successful plastic operation on the crucial 
ligaments of the knee joint. LupLorr. Zentralbl. f. Chir., 
1930, 53. {150} 

The functional dev: elopment of a tibial graft. F. Scurpe. 
Zentralbl. f. Chir., 1930, p. 76. 


INTERNATIONAL ABSTRACT OF SURGERY 


Non-operative treatment of congenital club-foot; 100 
cases. J. H. Krre. South. M. J., 1930, xxiii, 337. 

A teaching model for the demonstration of the operative 
correction of severe paralytic valgus. L. MAYER. J. Bone 
& Joint Surg., 1930, xii, 309. 

Results of stabilizing operations on the feet. B. Ff, 
Buzsy. J. Med. Soc. New Jersey, 1930, xxvii, 316. 

Transmetatarsal amputation. Pate. Lyon chir., 1:30, 
XXVii, I15. 


Fractures and Dislocations 


Experimental detachment of the epiphysis and rachiti- 
form changes produced by strontium. E. Benasst. Chir. 
di organi di movimento, 1930, xiv, 397. (150) 

Callus without facture. RarscHKe. Klin. Wehnsciir,, 
1930, i, 263. 

Radiological studies of ~~, fractures. P. Hi vr 
Texas State J. M., 1930, xxv, 

Fractures—except fractures ‘of the skull. J. A. Burcrr. 
J. Kansas M. Soc., 1930, xxxi, 121. 

The treatment of fractures. A. HAGENTORN. Zentralbl. 
f. Chir., 1929, p. 3092. 

The treatment of compound fractures. F. L. Wats 
J. Oklahoma State M. Ass., 1930, xxiii, 103. 

Fracture harness. E. T. "Amr. J. Bone & Joint Surg., 


1930, xii, 444. 
The operative treatment of fractures. R. Di vit. 
Beitr. z. klin. Chir., 1929, cxlviii, 147, 183. 1150) 


An instrument for the open reduction of fractures. I°. MI, 
CapvENAT. Bull. et mém. Soc. nat. de chir., 1930, lvi, 195. 

The results of the operative reduction of fractures in the 
Allerheiligen Hospital in Breslau. M. WeIss. Beitr. z. 
klin. Chir., 1929, cxlviii, 159, 183. 

Four cases of osteosynthesis. F. TRoconis. Repert. de 
med. y cirug., 1929, XX, 437- 

Bone regeneration in experimental fractures and Vitamin 
D. J. A. Cottazo, P. Rusino, and B. V. Furnirs. 
An. Fac. de med., Univ. de Montevideo, 1930, xv, 53. 

The effect of irradiated ergosterol on the healiny of 
experimentally produced fractures in animals. Hi A. 
Swart. J. Bone & Joint Surg., 1930, xii, 360. 

A bone extension clamp. JACKSON and Cook. \nn. 
Surg., 1930, xci, 610. 

Posterior subacromial luxation of the shoulder. G. 
Darvet. Arch. franco-belges de chir., 1930, xxxii, 130. 

Old luxation of the left shoulder with comminuted 
fracture of the greater tuberosity. P. Nicop. Arch. franco- 
belges de chir., 1930, xxxii, 163. 

The treatment of fracture-dislocation of the shoulder. 
L. BoruLer. Deutsche Ztschr. f. Chir., 1929, ccxix, 235. 

Recurrence of an isolated fracture of the scaphoid. 
Bours. J. de chir. et ann. Soc. belge de chir., 1929, p. 220. 

The extension treatment of fractures of the arm. Bb. 
Mattuscuek. Gydégydszat, 1929, ii, 562. 

Operative repair of supracondylar fracture of the hu- 
merus in a child. E. M. Mitter. Surg. Clin. North \m., 
1930, X, 375- 

Result of an osteosynthesis for old non-consolidated 
fracture of the humerus. ALGLAve. Bull. et mém. Svc. 
nat. de chir., 1930, lvi, 98. 

Simplified method. of ye for finger fractures. 
W. H. Rosinson. Am. J. Surg., 1930, viii, 791. 

Simple lateral luxation of the atlas. A. N. Fox:. and 
L. J. Frmepman. Am. J. Surg., 1930, viii, 831. 

Fracture of the odontoid process of the axis with ant rior 
luxation of the atlas without cord symptoms. R. Lasacna. 
Chir. d. organi di movimento, 1939, xiv, 499. 151, 

Correction of compressed fractures of the vert: re 
J. Duntop and C. H. Parker. Radiol. Rev. & Chicago 
Med. Rec., 19309, lii, 160. 


|| 
| 

] 
] 
] 
] 
( 
Ci 
I 
J. 
be 
: N 
A 
m 


Fracture of the second cervical vertebra. A method of 
application of a plaster cast to the head and trunk. 
}. CHRISTOPHER. Surg. Clin. North Am., 1930, x, 320. 

Vertical fracture of the body of the fourth lumbar 
vertebra. J. Gourpon. J. de méd. de Bordeaux, 1930, 
cvii, 136. 

racture dislocation of the fourth lumbar vertebra with 
paralysis. Reduction of a case with recovery. S.S. HEeRz1- 

KoFrF. J. Bone & Joint Surg., 1930, xii, 403. 

Four cases of fractured pelvis. N. H. Linpsay. Brit. 
M. J., 1930, i, 738. 

Congenital dislocation of the hip: with ‘—e reference 
to the anatomy. H. A. T. FarrBank. Brit. J. Surg., 1930, 
xvii, 380. 151) 

Congenital dislocation of the hip; diagnosis and a new 
method of treatment in infancy. C. H. JAEGER. Surg., 
Gynec. & Obst., 1930, 1, 757. 

"The method of approach in the operation for congenital 
dislocation of the hip. M. Firre. Semana med., 1930, 
XXXVil, 673. 

Complicated traumatic dislocation of the hip. I. ZaprK. 
J. Bone & Joint Surg., 1930, xii, 419. 

Inflammatory luxation of the hip. P. Mutter. Bull. 
et mém. Soc. d. chirurgiens de Par., 1930, xxii, 122. 

Temporary osteosynthesis with an ‘awl in fractures of the 
external condyle of the femur in children. H. L. RocHER 
and R. Guérin. J. de méd. de Bordeaux, 1930, cvii, 141. 

Subtrochanteric fracture; osteosynthesis after disinser- 
tion of the muscles. Patet. Lyon chir., 
1930, XXVii, 

swt rl of the diaphysis of the femur with the 
knee flexed. A. PARCELIER and A. CHENUT. Rev. de chir., 
Par., 1929, xlviii, 563. [15 2} 

Luxation of the knee from rotation of the tibia upon its 
vertical axis. CHARBONNEL and Mass&. J. de méd. de 
Bordeaux, 1930, cvii, 133. 

Irreducible traumatic dislocation of the knee. C. 
Benetu. Chir. d. organi di movimento, 1930, xiv, 436. [152] 

The operative treatment of luxation of the patella. 
G. Janz. Arch. f. klin. Chir., 1929, clvi, 463. 


Blood Vessels 


Clinical study of a graphic method of recording blood 
pressure. L. F. Bisoop. J. Med. Soc. New Jersey, 1930, 
XXVii, 299. 

The sequele of preliminary ligation of the external 
carotid artery. H. Hanke. Deutsche Ztschr. f. Chir., 
1920, CCXvii, 283. 

The effect of compression and release of a peripheral 
circulatory area (external carotid) on the blood pressure. 
H. Mies. Verhandl. d. deutsch. Gesellsch. f. Kreislauf- 
forsch., 1929, Pp. 70. 

Effects of air in the vascular system and the mechanism 
of death. D. T. Barry. Brit. M. J., 1930, i, 689. 

The effect of various narcotics on the peripheral vessels. 
J. Focrp. Hosp. Tid., 1929, ii, 983, 1003, 1031. 

Diseases of the blood vessels of the extremities in dia- 
betes. A. G. Brown, Jr. South. M. & S. +» 1930, Xcii, 264. 

The injection treatment of varicose veins. J. F. Gite. 
New England J. Med., 1930, ccii, 729. 

Sclerotizing injections in — of the lower extremities. 
A. A. SCHMIER. » 1930, XCiv, 1222. 

Studies of the after-results the injection treat- 
ment of varicose veins. G. Hecut. Zentralbl. f. Chir., 
1030, p. 157. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


183 


Patellar fractures and their sequel, with special con- 
sideration of arthritis deformans. M. J. MADLENER and 
H. R. Paas. Arch. klin. Chir., 1920, clvi, 445. [153] 

The treatment of fractures of the patella. R. B. Carcfa. 
Med. Ibera, 1930, xiv, 261. 

Tibial fractures into the knee joint. A. N. CoLttns. 
Minnesota Med., 1930, xiii, 285. 

Delayed consolidation of a fracture of the leg; osteo- 
synthesis; result at the end of four years. C. DUJARIER. 
Bull. et mém. Soc. nat. de chir., 1930, lvi, 192. 

Luxations in the region of the foot. T. MorHLMANN. 
Deutsche Ztschr. f. Chir., 1929, ccxxi, 363. [153] 

Bimalleolar fracture with vicious consolidation; operative 
intervention; result after seven years. P. Morrovup. 
Bull. et mém. Soc. nat. de chir., 1930, Ivi, 1098. 

Old submalleolar fracture; osteotomy, osteosynthesis. 
Biocu. Bull. et mém. Soc. nat. de chir., 1930, lvi, 101. 

Fractures of the tarsal scaphoid. LAQuIERE and CoLa- 
NERI. Bull. et mém. Soc. nat. de chir., 1930, lvi, 112. 

A new case of fracture of the tarsal scaphoid. RoeE- 
DERER. Bull. et mém. Soc. d. chirurgiens de Par., 1930, 
xxii, 140. 


Orthopedics in General 


Orthopedics in childhood. H. Sprrzy. 
Vogel. 

Clinical constitutional pathology in orthope‘lics on the 
basis of two cases of certain disturbances in growth. 
W. Dass. Ztschr. f. orthop. Chir., 1929, lii, 452. 

Comparative value of viosterol and cod liver oil as 
prophylactic antirachitic agents. A. G. Dre SANctis and 
J. D. Craic. J. Am. M. Ass., 1930, xciv, 1285. 

“Loch” plaster. P. Prrzen. Ztschr. f. orthop. Chir., 
1929, lii, 259. 

On the of cautious prognosis in orthopedic 
cases. J. J. Nutr. J. Bone & Joint Surg., 1930, Xii, 369. 

Results of the analysis of the gait in cases of light 
choreo-athetosis as well as some general remarks on the 
myokinetic method of study. R. ScHers. Ztschr. f. 
orthop. Chir., 1929, lii, 408. 


1930: Leipzig, 


Varicose ulcer, its symptomatology, etiology, pathology, 
and treatment. A. P. Stoner. J. Missouri State M. Ass., 
1930, XXVli, 161. 

Aneurism of the internal carotid; removal. 
Lyon chir., 1930, xxvii, 75. 

Bilateral absence of the pulse in the arms and neck 
in aortic aneurism. R. H. KAmMpmerer and V. F. Nev- 
MANN. Arch. Int. Med., 1930, xlv, 513. 

Aneurism of the splenic artery. R. Sr. L. BRocKMAN. 
Brit. J. Surg., 1930, xvii, 692. 

The uncoiled aorta. I. The normal aorta. D. S. DANN. 
Am. J. Roentgenol., 1930, xxiii, 358. 

A clinical and roentgenological study of the aorta, with 
special reference to luetic aortitis. A. O. HAmMpron and 
T. D. Jones. Am. J. Roentgenol., 1930, xxiii, 390. 

Ulcerative arteritis. A case report in which this condi- 
tion occurred as a complication of ulcerative colitis. F. 
CHRISTOPHER. Surg. Clin. North Am., 1930, x, 325. 

The relation of protein diet to thrombosis. C. A. MILLs. 
Ann. Surg., 1930, xci, 489. 

Reaction of the vascular endothelium as the basis of 
thrombus formation. A. Dierricu and K. ScHRoper. 
Arch. f. path. Anat., 1929, cclxxiv, 425. [155] 


SANTY. 


Thrombosis of the inferior vena cava; report of a case. 
A. L. Banyal. 


Wisconsin M. J., 1930, xxix, 215. 


\ 

d 

d 

or 

4. 


184 


Thrombosis of the abdominal aorta. C. ALVAREz, T. 
Fracasst, J. M. Crp, and E. R. Geary. Rev. méd. d. 
Rosario, 1930, XX, I. {155] 


Thrombophlebitis due to Paratyphoid B. B. Gunn- 
LAUGSSON. Med. Klin., 1929, ii, 1932. 

Phlebitis and embolism. CovuLtiovp and CoNnDAMIN. 
Lyon chir., 1930, xxvii, 96. 

Phlebitis and fatal embolism. VILLARD. 
1930, XXVii, 52. 

Phlebitis and postoperative embolism. PATEL, GUILLE- 
MINET, BERARD, VILLARD, and Tixrer. Lyon chir., 1930, 
xxvii, 86. 

The syndrome of arterial obliteration of the left lower 
extremity appearing in the course of a superficial and deep 
phlebitis with pulmonary embolism. F. TREMOLTERES and 
P. VERAN. Semana méd., 1930, xxxvii, 503. 

Fatal pulmonary embolism. P. RocHet. 
1930, XXVii, 64. 

Paradoxical embolism of the left external iliac artery; 
embolectomy. Dant-Iversen. Lyon chir., 1930, 
XXVii, 39. 

Primary embolism of the right iliac artery. S. Griorc1 
and C. ALvAREz. Rev. méd. d. Rosario, 1930, xx, 85. 

Arterial embolism and embolectomy; report of cases. 
J. Lerman, F. R. MILter, and C. C. Lunp. J. Am. M 
Ass., 1930, XCiv, 1128. 

The anatomical verification of a fatal postoperative 
embolism. RicHER and Martin. Lyon chir., 1930, xxvii, 
136. 

Conjunctivoma of the sheath of the femoral popliteal 
vessels. BERARD. Lyon chir., 1930, xxvii, 124. 


Lyon chir., 


Lyon chir., 


Blood; Transfusion 


The clinical importance of the velocity of the circulation 
by the fluorescent test. C. L1aAn and E. Barras. Bull. et 
mém. Soc. méd. d. hop. de Par., 1930, xlvi, 179. 

The estimation of the velocity of the circulation in man 


(the fluorescent test). C. Lian and E. Barras. Bull. et 
mém. Soc. méd. d. hop. de Par., 1930, xlvi, 475. 
Permanent color standards for blood bilirubin. M. S. 


NIcHOLs and J. W. Jackson. J. Lab. & Clin. Med., 
xv, 672. 

The liberation of the red blood cells; the functional 
correlation between the bone marrow and the blood. P. 
MERKLEN and M. Wo tr. Presse méd., Par., 1930, xxxviii, 
229. 

Report on a case of purpura hemorrhagica following 
diphtheria. J. D. RoLteston and D. G. MacPHerson. 
Proc. Roy. Soc. Med., Lond., 1930, xxiii, 821. 


1930, 


Operative Surgery and Technique; 
Postoperative Treatment 


Inhalation of pure oxygen in the treatment of disease. 


J. H. Evans. Canadian M. Ass. Y 1930, Xxii, 518. 
Recent progress in surgery. G. P. LARoQue. Virginia 
M. Month., 1930, lvii, 4. 
The proper time for operations in childhood. F. Ewan. 


Muenchen. med. Wchnschr., 1929, ii, 1708. {157 

Pre-operative preparation and postoperative treatment, 
including blood transfusion. J. VotkMANN. Zentralbl. 
f. Chir., 1929, p. 2523. [157] 


Continuous recording of the heart rate during operations. 
E. P. Boas and E. 
1930, Xciv, 


F. Gotpscumipt. J. Am. M. Ass., 


1210. 


INTERNATIONAL ABSTRACT OF SURGERY 


SURGICAL TECHNIQUE 


Agranulocytosis. W. H. Gorpoy. Ann. Int. Mei., 
1930, iii, 1008. 

Alexin and anti-alexic bodies in relation to blow|- 
culture technique. L. G. Hapjoroutos and R. Burpayx. 
J. Lab. & Clin. Med., 1930, xv, 662. 

The transition of blood-group antibodies from the mother 
to the fetus. Kasotru. Arch. f. Gynaek., 1929, cxxxvii, 
727, 752. 

The inheritance of the blood-group factors. G. k. 
Kirwan-Taytor. J. Path. & Bacteriol., 1930, xxxiii, 313. 

A rapid method for measuring the coagulation of the 
blood. C. FLANpIN and A. Tzanck. Bull. et mém. Soc. 
méd. d. hop. de Par., 1930, xlvi, 192. 

Experimental studies of coagulation of the blood; the 
effect of calcium chloride on the coagulation time and t)\¢ 
fibrinogen content of the blood. Mas and MAGro. Rev. 
méd. de Barcelona, 1930, vii, 106. 

A simple method for blood transfusion. W. ENG: 1. 
Zentralbl. f. Chir., 1929, p. 2692. 

The transfusion of foreign blood. H. Kunz. Deutsche 
Ztschr. f. Chir., 1929, ccxx, 196. 

The transfusion of small and medium amounts of blowd. 
A. Yépice. Rev. méd. Lat.-Am., 1930, xv, 680. 

Blood transfusion and malaria. C. R. DE CARVALI0. 
Bol. Soc. de med. e cirug. de S. Paulo, 1930, xiii, 457. 

Syphilis after blood transfusion. C. AUBERTIN and J. 
Fieury. Bull. et mém. Soc. méd. d. hop. de Par., 1030, 
xlvi, 69. [156] 

Experimental studies on the length of time the usually 
transfused fluids, especially serum, remain in the circula- 
tion after the loss of large amounts of blood. H. U. 
Katuiius. Deutsche Ztschr. f. Chir., 1929, ccxx, 216. 


Reticulo-Endothelial System 


Studies on vital staining. III. The simultaneous in- 
gestion of two dyestuffs by phagocytes. The question of 
“blockade of the reticulo-endothelial system.” H. 
Situ. J. Exper. M., 1930, li, 395. 

The lipoid metabolism of the reticulo-endothelial system. 
M. Haenpet and J. MALet. Rev. méd. Lat.-Am., 130, 
xv, 568. 


Lymph Glands and Lymphatic Vessels 
L. Ramonp. 


Phlegmonous inguinal adenitis. Presse 
méd., Par., 1930, Xxxviii, 443. 

Curable glandular tuberculosis of the guinea pig. G. 
PatssEAu and V. OumMANSKy. Presse méd., Par., 1030, 


XXXVili, 147. 


Cosmetic operations. O. FriscH. Wien. med. Wehnschir., 
1929, ii, 1575. J 

Transplantation of organs. Wien. 
med. Wchnschr., 1930, i, 50. 

The treatment of nevi. 
destruction of pigmented nevi. J. V. KLAuDER. Penn- 
sylvania M. J., 1930, xxxiii, 472. 

Operations with the cutting current. R. Dyrr. 
Ztschr. f. Geburtsh. u. Gynaek., 1930, xcvii, 54. 

The technique of percutaneous intravenous infusivns. 
F. Fevsenreicu. Zentralbl. f. Chir., 1930, p. 139. 

The use of intravenous glucose in diabetic patic)ts. 
H. J. Joun. Surg., Gynec. & Obst., 1930, 1, 769. 

The absorption of glucose per rectum. J. J. PRESsMA). 
Am. J. M. Sc., 1930, clxxix, 520. 


A. EISELSBERG. 


The hazard of insufficicnt 


The utilization of insulin in surgery aside from diabetes. 
TAVERNIER and BarRAL. Lyon chir., 1930, xxvii, 117. 

A useful method of skin-defect closure. J. W. Kim- 
BrouGH. J. S. Nav. M. Bull., 1930, xxviii, 385. 

Cuticular suture. M. Tomatvotr. Am. J. Surg., 1930, 
vill, 770. 

Eliminating facial scars. H. O. BAmEs. Med. J. & Rec., 
1930, CXXxi, 348. 

Experiences in prophylaxis against postoperative throm- 
bosis and embolism. FRuENb. Arch. f. klin. Chir., 1929, 
clvii, 32. 

Investigations on the prevention of postoperative 
thromboses and embolisms by the feeding of thyroxin. 
H. L. Popper. Med. Klin., 1929, ii, 1660. 

The importance of the vital capacity of the lung in the 
development of postoperative pulmonary complications. 
J. Knosiocu. Acta chirurg. Scand., 1930, Ixvi, 91. [158] 

Calcium prophylaxis of postoperative pulmonary com- 
plications. H. BREMER. Zentralbl. f. Chir., 1929, p. 2955. 

Contributions on postoperative treatment. I.  Post- 
operative gastro-intestinal paresis and atony. E. MeEt- 
ctor. Chirurg, 1929, i, 1198. [159] 

Postoperative acidosis. I. The acid-base balance and 
the carbohydrate metabolism. II. The protein metabolism 
and the causes for the development of acidosis. E. RAAB 
and F. Witrenseck. Arch. f. Gynaek., 1929, cxxxix, 
213, 230. 

Postoperative acidosis. III. Hunger acidosis and post- 
operative acidosis. E. RAAB and F. Witrenseck. Arch. 
f. Gynaek., 1929, CXxxix, 244. 


Antiseptic Surgery; Treatment of Wounds 
and Infections 


The effect of moist heat on healing by first intention and 
on the reticulo-endothelial reaction. A. CarpIA and G. 
Peretti. Ann. ital. di chir., 1930, ix, 47. [159] 

The bacterial content and treatment of accidental 


wounds. L. Sas. Zentralbl. f. Chir., 1929, p. 2951. [159] 
The origin of suppurative perforation. C. RITTER. 
Meenchen. med. Wehnschr., 1929, ii, 1705. [160] 


Hypertonic saline solutions in infections. K.P. NrAt. 
Am. J. Surg., 1930, viii, 780. 

Twelve cases of burn; clinical and therapeutic considera- 
tions. J. Gaté, G. CHARLEUX, and P. Gay. Presse méd., 
Par., 1930, XXXviii, 316. 

First aid in electrical burns. 
de la Suisse Rom., 1930, 1, 129. 

Local venesection in the treatment of snakebite of the 
limbs. C. H. Kettaway. Med. J. Australia, 1930, i, 551. 
_ Wound diphtheria. F. FAykiss. Orvosi hetil., 1920, 

The treatment of gas gangrene with normal horse serum. 
D. H. Krinc. Ann. Surg., 1930, xci, 261. 


D. Pometta. Rev. méd. 


Roentgenology 


X-ray patent specifications. Brit. J. Radiol., 1930, iii, 
179. 

Recent developments in the field of diagnostic products. 
4 L. TABERN. Radiol. Rev. & Chicago Med. Rec., 1930, 
149s 
_A new hot cathode tube with rotating anode. W. R. 
Gray. Brit. J. Radiol., 1930, iii, 171. 

Moral and physical aspects of the X-ray film storage 
problem. C. E. Remy. Mod. Hosp., 1930, xxxiv, 59. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


PHYSICOCHEMICAL METHODS IN SURGERY 


185 


Anesthesia 


Discussion on anesthesia in thoracic surgery. 
Roy. Soc. Med., Lond., 1930, xxiii, 771. 

Discussion on anesthesia in rectal surgery. J. K. 
Haster, E. T. C. Mityican, H. L. Fremminc, H. Jones, 
and others. Proc. Roy. Soc. Med., Lond., 1930, xxiii, 
419. (160) 

An apparatus for the intravenous injection of alcohol. 
P. Cuarpy. Arch. internat. de laryngol., 1930, xxxvi, 246. 

General anesthesia by intravenous injection of ethyl 
alcohol in glucose solution. M.G. Marry. Arch. internat. 
de laryngol., 1930, xxxvi, 244. 

The influence of local and lumbar anesthesia on the acid- 
base balance after operation, and the importance of the 
preparation of the patient as regards this relationship. V. 
Antonin. Acta chirurg. Scand., 1930, Ixvi, 78. [162] 

The technique of spinal analgesia. J. G. Martin. 
Indian M. Gaz., 1930, Ixv, 108. 

Spinal anesthesia in the army. J. M. Trourr. Mil. 
Surgeon, 1930, Ixvi, 535. 

Spinal anesthesia—light specific gravity anesthetic 
solutions versus heavy. Further observations. F. T. 
RoMBERGER. Am. J. Surg., 1930, vili, 773. 

Experiences with lumbar anesthesia with percain. 
LAEWEN. Zentralbl. f. Chir., 1930, p. 219. 

Rectal anesthesia with avertin. CoLMETRO and LAFoRET. * 
Arch. de med., cirug. y especial., 1930, xi, 202. 

The use of barbituric acids. acetylene, spinal anesthesia, 
tribromethyl alcohol, and other anesthetics in the Mayo 
Clinic in 1929. J. S. LuNpy. Minnesota Med., 1930, xiii, 
223. 

Anesthesia with ethylene. J. M. Costa. Bol. Soc. de 
med. e cirug. de S. Paulo, 1930, xiii, 460. 

Anesthesia with avertin. P. A. Netro and G. V. bE 
AzrevEDo. Bol. Soc. de med. e cirug. de S. Paulo, 1930, 
xili, 473. 

Experiences with avertin basic anesthesia, particularly 
in children’s surgery and in the transportation of the sick. 
K. Espuarpt. Zentralbl. f. Chir., 1930, p. 452. 

Alleged disasters following avertin anesthesia. Norp- 
MANN. Zentralbl. f. Chir., 1929, p. 2789. [162] 

Experiences with sodium amytal as a general anesthetic. 
R. Brown. Ann. Surg., 1930, xci, 492. 

The use of sodium amytal in major surgery. 
Jackson. Wisconsin M. J., 1930, xxix, 195. 

Percain. W. BrAnpesky. Zentralbl. f. Chir., 1930, p. 132. 

The u&e of percain as a surface anesthetic. W. KLesTApT. 
Muenchen. med. Wchnschr., 1929, ii, 2009. 


Proc. 


AS. 


Surgical Instruments and Apparatus 


An instrument for securing costal cartilage. F. Smrru. 
Arch. internat. de laryngol., 1930, xxxvi, 225. 


Better protection in vertical fluoroscopy. J. BeLor. Am. 
J. Surg., 1930, vili, 859. 

Roentgenological and pathological findings in some of the 
valvular lesions. D. Ster_. Am. J. Roentgenol., 1930, 
xxili, 384. 

Observation on the clinical value of the roentgen ray in 
the diagnosis of cardiovascular disease. P. D. Wuire. 
Am. J. Roentgenol., 1930, xxiii, 353. 

The value of X-ray study of the oesophagus and bronchi 
in cases of heart disease, especially mitral disease. R. 
Paterson. Am. J. Roentgenol., 1930, xxiii, 396. 


186 INTERNATIONAL ABSTRACT OF SURGERY 


of the colon. J. T. CAsE. 
Am. J. Surg., 1930, viii, 844. 

Fewer variable factors in roentgen therapy. A. W. 
ERSKINE. Radiology, 1930, xiv, 317. 

Introduction to the symposium on dosimetry. E. A. 
Poute. Radiology, 1930, xiv, 339. 

The development of dosimetry: a historical sketch. 
E. Lorenz. Radiology, 1930, xiv, 340. 

The precise measurement of X-ray dosage. L. S. Tay- 
tor. Radiology, 1930, xiv, 372. 

The mecapion, an ionization apparatus for the absolute 
measurement of X-ray dose. E. J. H. Rotu. Brit. J. 
Radiol., 1930, iii, 155. 

Effective versus sphere gap voltages. A. MUTSCHELLER. 
Radiology, 1930, xiv, 385. 

The effect of technique on the speed of intensifying 
screens. F. E. SwINDELLS. Radiology, 1930, xiv, 387. 

Erythema and tolerance doses in American clinics: a 
statistical study. O. GLAsseR and U. V. PorTMANN. 
Radiology, 1930, xiv, 346. 

A study of roentgen-ray erythema by capillaroscopy. 
L. TuraNo. Radiol. med., 1930, xvii, 139. 

Injuries resulting from irradiation in beauty shops. H. H. 
Hazen. Am. J. Roentgenol., 1930, xxiii, 409. 

Changes in eosin following roentgen irradiation. A. H. 
Rorro. Rev. méd. Lat.-Am., 1930, xv, 661. 

Roentgen therapy in acute inflammatory conditions. 
E. A. May. Radiology, 1930, xiv, 411. 

Determination of radiation values in lung tissue with 
variable qualities of radiation. J. L. WEATHERWAX and C. 
Ross. Radiology, 1930, xiv, 401. 

Investigations concerning the influence of roentgen 
irradiation on the resistance to cancer in white mice. 
A. WacneR. Acta radiol., 1929, x, 539. 

Radiation therapy in cancer. A. T. Topp. Lancet, 1930, 
CCXViii, 906. 


The relative value of radium and X-ray therapy in ma- 
lignant disease. N.S. Finzt. Brit. J. Radiol., 1930, iii, 167. 

The association of radium and X-rays in the treatment of 
malignant diseases. J. E. A. Lynuam. Brit. J. Radiol, 
1930, iii, 150. 


Radium 


Telecurietherapy. F. E. Lesorcne. Bol. ofic. de la Liga 
Uruguaya contra el cancer genital femenino, 1929, iv, 155. 

Radium and its application to surgery. ANDERSON. New 
Zealand M. J., 1930, Xxix, 75. 

Principles and facts in the development of radium 
therapy, especially in relation to malignant disease. S. 
Russ. Glasgow M. J., 1930, cxiii, 169. 

The use and abuse of radium needles. F. L. Hopwoon 
and F. E. SMALLMAN. Brit. J. Radiol., 1930, iii, 165. 

Note on an improved radium-needle filter. R. J. 
Reynotps. Brit. J. Radiol., 1930, iii, 186. 

An improved uterine radium applicator. H. SWANBER«. 

Am. J. Surg., 1930, viii, 862. 

Radium work at St. Bartholomew’s hospital. Brit. J. 
Radiol., 1930, iii, 189. 

Westminster Hospital radium annex. Brit. J. Radio!., 
1930, iii, 187. 

The treatment of lupus erythematosus with gold sodium 
thiosulphate and radium. C. J. _BROEMAN. J. Med., 
Cincinnati, 1930, xi, 84. 


Miscellaneous 


Physiotherapy. F. E. Dye. Texas State J. M., 1930, 
XXvi, 26. 

Cutting currents. J. ANDERSON. Proc. Roy. Soc. Med., 

nd., 1930, xxiii, 803. 

Radiation therapy in non-malignant conditions. H. \. 
Cuapin. Illinois M. J., 1930, lvii, 278. 


MISCELLANEOUS 


Clinical Entities—General Physiological 
Conditions 


Health in West Africe D.B. Biatock. Lancet, 1930, 
ccxviili, 843. 

The blood chlorides during digestion. N. Romano, M. 
ScHTEINGART, and A. Maccr. Arch. argent. de enferm. d. 
apar. digest., 1930, Vv, 353. 

Congenital amputations. J. MAcERA and B. R. MEs- 
stna. Rev. de especialidades, Asoc. méd. argent., 1929, iv, 
1469. 

Koilonychia, report of a case and a review of the liter- 
ature. A. C. Creortaro. New York State J. M., 1930, 
XXX, 3 

A case of total congenital defect of the tibia with 
extensive deformity of the foot. W. Lrcat. Ztschr. f. 
orthop. Chir., 1929, lii, 464. 

Familial symmetrical finger contraction (camptodactyly) 
L. Heerup. Ugesk. f. Leger., 1929, ii, 1072. 

Some manometric observations on the peripheral vas- 
cular system following cessation of the heart beat. W. 
Karassik and L. M. Scuapap. Ztschr. f. d. ges. exper. 
Med., 1929, lxvii, 496. 

Mikulicz’s disease. L. Barctay. Canadian M. Ass. J., 
1930, xxii, 498. 

Epithelial proliferation in the lung of the rabbit brought 
about by intrapleural injection of solutions of electrolytes, a 
physicochemical interpretation of the phenomenon. J. S 
Younc. J. Path. & Bacteriol., 1930, xxxiii, 363. 


Vomiting problems in children. E. C. Mritcuett. J. 
Indiana State M. Ass., 1930, xxiii, 163. 

International Association for Dental Research. Scientilic 
proceedings of the Chicago section. S. D. Tyz~man. J. 
Dental Res., 1930, x, 133. 

Hay fever, its surgical conquest. H. Byrp. Laryngo- 
scope, 1930, xl, 279. 

Swelling of the feet and ankles without albuminuria or 
gross organic disease. A. A. OSMAN. Brit. M. J., 1930, i, 
780. 

Impetigo contagiosa neonatorum. H. C. Ormstip. 
Northwest Med., 1930, xxix, 166. 

Traumatic shock. T. G. Reep. West Virginia M. J., 
1930, XXVi, 205. 

General traumatism—shock. F.C. Hitt. J. Kansas \. 
Soc., 1930, xxxi, 

Blood pressure in syncope. L. M. Tocantins. Med. J. 
& Rec., 1930, cxxxi, 350. 

Gunshot injuries received in civil life. G. H. Hossoy. 
J. Kansas M. Soc., 1930, xxxi, 127. 

Burns. C. O. West. J. Kansas M. Soc., 1930, xxxi, 120). 

The treatment of cutaneous burns. F. W. Bancror'. 
New England J. Med., 1930, ccii, 811. 

Immunity from a new point of view. G. Monon. Lancet. 
1930, CCXVili, 227. [163! 

Antivaccinial serum. C. H. ANpRewes. J. Path. & 
Bacteriol., 1930, xxxiii, 265. 


Antituberculous vaccination. E. ScRIMAGLIO. Rev. méi. 


d. Rosario, 1930, xx, 19. 


m 
a 
x! 

al 
2 
st 
al 
M 
I. 
A 
B 
is 
S 

al 
re 
A 
C 
m 
to 
Kj 
st 
SI 
E 
U 
M 
W 
M 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Studies on inflammation. II. A measure of the per- 
meability of capillaries in an inflamed area. V. MENKIN 
and M. F. Menxrn. J. Exper. M., 1930, li, 285. [163] 

Focal infections. C. H. Mayo. Kentucky M. J., 1930, 
XXVill, 175. 

Specific antibody absorption by the viruses of vaccinia 
and herpes. W. Situ. J. Path. & Bacteriol., 1930, xxxiii, 


Tetany and kindred conditions. A. E. WApr. North- 
west Med., 1930, xxix, 160. 

Epidemiology and pathology of yaws; a report based on a 
study of 1,423 consecutive cases in Haiti. P. W. Witson 
and M.S. Matus. J. Am. M. Ass., 1930, xciv, 1280. 

Chronic circumscript neurodermitis. M. F. Crrtapo. 
Med. Ibera, 1930, xiv, 219. 

Dermoid of the bregma. M. GAmpoa and S. I. Nupet- 
MAN. Rev. de especialidades, Asoc. méd. argent., 1929, iv, 


1489. 

Trichinosis. J. C. Wittett and C. L. Prav. J. Am. M. 
Ass., 1930, XCiv, 1060. 

Fungoid mycosis; reticulo-endotheliosis of the skin. L. 
BerGer and A. VALLE. Presse méd., Par., 1930, xxxviii, 


177. 
— conglobation reaction for the diagnosis of 
syphilis. Z. M. FLInN. J. Lab. & Clin. Med., 1930, xv, 682. 
Hemolytic streptococcus gangrene following the admin- 
istration of scarlet fever antitoxin. F. L. MeLenry. Ann. 
Surg., 1930, xci, 287. [163] 
Agranulocytosis and its surgical aspect. W. C. HuEPER 
and L. E. GArrtson. Surg. Clin. North Am., 1930, x, 407. 
Agranulocytic angina. A. B. Jones and B. P. Porter. 
J. Missouri State M. Ass., 1930, xxvii, 151. 

An etiological factor of fat necrosis. M. P. NEAL and 
M. M. Ettis. South. M. J., 1930, xxiii, 313. 

Raynaud’s disease associated with chronic arsenical 
retention; report of a case cured by sodium thiosulphate. 
A. F. KRAETZER. J. Am. M. Ass., 1930, xciv, 1035. 

Chronic leg ulcers, treatment with Unna’s paste boot. 
R. A. Cuttinc. Am. J. Surg., 1930, viii, 743. 

Foreign body granulomata. M. Stesner. Zentralbl. f. 
Chir., 1930, p. 144. 

The diagnosis and treatment of non-specific granulation 
—inflammatory tumors involving internal organs. H. 
HvurnaGeL. Zentralbl. f. Chir., 1929, p. 2508. 

Diagnostic difficulties in atypically located melanoma. 
J. Szymonowicz. Polska gaz. lek., 1930, i, 45. 

Multiple symmetrical nodular lipomatosis. A. A. 
FeRNANDEZ. Semana med., 1930, Xxxvii, 340. 

Spontaneous tumors of the rat. F. D. Buttock and M. 
R. Curtis. J. Cancer Research, 1930, xiv, 1. 

Cystic epithelioma. P. L. Inarz. An. Fac. de med., 
Univ. de Montevideo, 1930, xv, 15. 

The biochemistry of cancer. M. HAENDEL. An. Fac. de 
med., Univ. de Montevideo, 1929, xiv, 1443. 

The history of cancer knowledge from the earliest times 
to the present. Vol. I, Ed. 2. J. Woxrr. 1929: Jena, 
Fischer. 

The general characters of the cancerous and precancerous 
state and their pathogenic réle. R. RepinG and A. 
SLossE. J. de chir. et ann. Soc. belge de chir., 1929, p. 245. 

The nature of the cancer process. J. J. M. SHAw. 
Edinburgh M. J., 1930, xxxvii, 39. 

A factor in cancer susceptibility. R. K. Y. DusINBERRE. 
U.S. Nav. M. Bull., 1930, xxviii, 273. 

Chapters in the life history of cancer. D. A. WELSH. 
Med. J. Australia, 1930, i, 540. 

Cancer mortality statistics in Wisconsin. P. I’. GREENE. 
Wisconsin M. J., 1930, xxix, 200. 

The Abderhalden reaction in the diagnosis of cancer. 
M. SancuEz. Repert. de med. y cirug., 1929, xX, 543. 


187 


The early diagnosis of cancer. A. J. BRUECKEN. Penn- 
sylvania M. J., 1930, xxxiii, 445. 

Cancer of the skin. H. Pévoa. Arch. brasil. de med., 
1930, XX, 27, 83. ; 

Malignant disease of the skin. L. S. McKirrrick. New 
England J. Med., 1930, ccii, 725. 

Malignant disease of the skin. A. W. CHEEVER. New 
England J. Med., 1930, ccii, 726. 

Malignant disease of the skin. H. Frrepman. New 
England J. Med., 1930, ccii, 727. 

Leprosy and malignancy. J. J. Puente and I. Qurroca. 
Rev. méd. Lat.-Am., 1930, xv, 671. 

Notes on malignant tumors. O. W. Roperts. Brit. J. 
Surg., 1930, xvii, 683. 

Multiple malignant neoplasms. J. W. Orr. J. Path. & 
Bacteriol., 1930, xxxiii, 283. 

Carcinoma and lymph-gland metastases. H. BAUMECKER. 
Deutsche Ztschr. f. Chir., 1929, ccxxi, 12. [164] 

Modern cancer therapy; a résumé. R. B. GREENOUGH. 
Radiol. Rev. & Chicago Med. Rec., 1930, lii, 167. 

Notes on a case of sarcomatosis cutis. M. DRuMMOND. 
Trish J. M. Sc., 1930, 6 s., 153. 

The production of experimental sarcoma in a fowl by 
means of arsenic anhydride. N. C. Lactau and M. C, 
Pittapo. Rev. Soc. argent. de biol., 1929, v, 745. 

Mesenteric sarcoma in a white rat due to cysticercus 
fasciolaris. A. LrencME. Rev. méd. de la Suisse Rom., 
1930, 1, 231. 

Spontaneous inoculation of melanotic sarcoma from 
mother to fetus. F. P. Wesper, E. Scnuwarz, and R. 
HELLENScHMIED. Brit. M. J., 1930, i, 537. 


General Bacterial, Protozoan, and Parasitic 
Infections 


The cause of death in anthrax with diabetes. R. R. 
VILLEGAS. Semana méd., 1930, Xxxvii, 527. 

Gonorrhceal septicemia and endocarditis. S. E. KRAMER 
and J. V.Smirn. J. Med. Soc. New Jersey, 1930, xxvii, 311. 

Tularemia. F. L. McCormick. J. Missouri State M. 
Ass., 1930, XXVii, 172. 

A few conclusions after the observation and treatment of 
15,000 cases of syphilis. L. G. Martin. West Virginia 
M. J., 1930, Xxvi, 193. 

Rabbit health factor in experimental rabbit syphilis. 
S.S. GREENBAUM. Am. J. Syphilis, 1930, xiv, 231. 

The failyre of vaccination of rabbits against syphilis, with 
a note on the selective localization of spirocheta pallida. 
J. A. Kormer and A. M. Rute. Am. J. Syphilis, 1930, xiv, 
236 


A study of luetin prepared from syphilitic rabbit testicu- 
lar tissue. J. A. Kotmer and L. Turr. Am. J. Syphilis, 
1930, XiV, 241. 

Notes on schistosomiasis in the Sudan. T. Parr. J. Roy. 
Army Med. Corps, Lond., 1930, liv, 261. 


Ductless Glands 


The hormone of the anterior lobe of the hypophysis; its 
biological control. M. Brreyter. Rev. de especialidades, 
Asoc. méd. argent., 1929, iv, 1421. 

Anterior lobe pituitary substance and the basal respira- 
tory metabolism. M. O. Ler and J. GAGNon. Endocrin- 
ology, 1930, xiv, 89. 

The effect of the posterior lobe of the hypophysis on the 
stimulation of gastric secretion by sodium nitrate. A. 
BERGMAN. Rev. de especialidades, Asoc. méd. argent., 
1929, iv, 1410. 

Parathyroid graft and calcemia. J. T. Lewis and R. 
GERSCHMANN. Rev. Soc. argent. de biol., 1929, v, 774. 


188 


The réle of the adrenal medulla in the maintenance of 
blood pressure. S. VINCENT and J. H. THompson. Endo- 
crinology, 1930, xiv, 93. 


Surgical Pathology and Diagnosis 


Concerning the specificity and nature of the phenomenon 
of local skin reactivity to various bacterial filtrates. G. 
SCHWARTZMAN. J. Exper. M., 1930, li, 571. 

Intravital and supravital staining. D. 
J. Path. & Bacteriol., 1930, xxxiii, 429. 

The significance to clinical medicine of studies in cal- 
ciumand phosphorus metabolism. Iland III. D. Hunter. 
Lancet, 1930, ccxviii, 947, 999. 


F. CAppeELt. 


INTERNATIONAL ABSTRACT OF SURGERY 


Hospitals; Medical Education and History 


Administrative work in a general hospital in war time. 
F. S. Hitt. J. Roy. Army Med. Corps, Lond., 1930, liv, 
274. 
Some notes on divisional medical units in mobile warfare, 
ms A. K.H. REEp. J. Roy. Army Med. Corps, Lond., 1930, 
iv, 241. 

Effective laboratory service in the 100-bed hospital. ’. P, 
McNamara. Mod. Hosp., 1930, xxxiv, 89. 

The hospital’s obligations to its interns. H. A. Cupis- 
TIAN and J. B. HowLanp. Mod. Hosp., 1930, xxxiv, 49. 

Alfred Fournier, the master syphilologist. P. E. Beciir. 
New York State J. M., 1930, xxx, 386 


C 
t] 
a 
n 
il 
R 
r 
{ 
( 
| 
( 

( 


